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Diagnostic bronchoscopy is a well estab- 
lished procedure. It was popularized in its 
early days by the numerous publications of 
the Philadelphia school of Jackson, Tucker 
and Clerf. They long ago emphasized the 
diagnostic and therapeutic value of direct 
inspection of the tracheobronchial tree and 
removal of secretion and abnormal tissue 
therefrom. In recent years, other workers, 
such as Vinson, have added much to the 
literature. 

The time allotted does not permit an ex- 
tensive review of this literature. Pertinent 
references will of course be made. The best 
contribution to the symposium here today 
can be made largely in the light of our own 
clinical experiences. Let us proceed then to 
such an analysis. 

I am limited in the title assigned to the 
diagnostic value of bronchoscopy. Thera- 
peutic values are closely related to the diag- 
nosis and some consideration must, there- 
fore, at times be given to therapy. 

Diagnostic bronchoscopy has a place in 
each group of the following outline: 


I. Bronchial obstruction with positive 
roentgenogram. 


(a) Obstructive atelectasis. 
(b) Obstructive emphysema. 


II. Bronchial obstruction with negative 
roentgenogram but positive clinical findings. 


III. Suppurative disease which has not 
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responded to a few weeks of conservative 
management. 
(a) Various types of acute pneumonitis. 
(b) Abscess cavity. 
(c) Bronchiectasis. 


IV. Pulmonary hemorrhage that is not 
obviously tuberculous. 


V. Mediastinal pathology. 
(a) Obstructive dyspnea. 
(b) Differential diagnosis between pa- 
renchyma and mediastinum. 


VI. Atypical cases. 


Bronchial Obstruction With Positive 
X-Ray Findings 


Jackson" for many years has called atten- 
tion to obstructive atelectasis secondary to 
bronchial obstruction, especially to a foreign 
body. It is fundamental, then, that any 
bronchial obstruction may give atelectasis. 
Whether it is massive (complete) or partial 
depends on the degree of obstruction and 
whether it is in the main-stem bronchus or 
one of its subdivisions. 

Thick viscid secretion frequently acts as 
such an obstructing mechanism. It usually 
complicates some acute process of the lower 
respiratory tract. Pneumococcus is cited as 
giving a particularly viscid secretion. A 
partial obstructive atelectasis complicating 
a pneumonia in a child has been observed. 
Coryllos and Birnbaum have stressed this 
phenomenon’. The same mechanism has 


1. Jackson, Chevalier: Bronchoscopy and  Esophagoscopy, 
Philadelphia, W. B. Saunders, 1927, pp. 169, 184, 316. 

2. Coryllos, Pol. N., and Birnbaum, Geo. L.: Syndrome of 
Pneumococcic Bronchial Obstruction: Experimental Pro- 
duction of Atelectasis or Lobar Pneumonia with Human 
Pneumonic Sputum; Suggestion for Preventive and Thera- 
peutic ‘treatment, Arch. Int. Med. 51:290 (Feb.) 1933. 
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been seen in an acute diffuse purulent bron- 
chitis with a pure culture of a Gram-nega- 
tive coccus of the catarrhalis group. Re- 
gardless of the type of infection, such viscid 
secretion is an occasional factor in _ post- 
operative collapse® 

Any abnormal tissue in the bronchus can 
give an atelectasis. This may be granula- 
tion, specific or neoplastic tissue. The latter 
may be benign or malignant. 

Atelectasis may also be due to extra- 
bronchial compression. Our own experience 
with this type of case has been limited to a 
left complete atelectasis in a seven months 
old baby. Several bronchoscopies revealed 
nothing but bronchial compression. The 
baby eventually died. A post mortem ex- 
amination was not obtainable, but the 
mother died two years later in the local tu- 
berculosis sanatorium of an extensive pul- 
monary tuberculosis. The cause of the baby’s 
death was, therefore, interpreted as com- 
pression by tuberculous peribronchial glands. 
A complete report of this case has been pre- 
viously made, 

Any obstructive atelectasis is an indica- 
tion for bronchoscopy both from the diag- 
nostic and therapeutic standpoint. The fol- 
lowing case illustrates, not the typical mas- 
sive, but the partial atelectasis. This type 
is most apt to be overlooked. Singer and 
Graham’, and later Anspach'*’, have em- 
phasized in these cases the presence of basal 
triangular shadows obliterating the homo- 
lateral cardiac outline. 

Case 1. Obstruction of Left Lower Bron- 
chus by Pyogenie Tissue with Partial Ob- 
structive Atelectasis. A boy sixteen years 
old was referred on April 23, 1936, because 
of recent pulmonary hemorrhage. This oc- 
curred one week prior to admission and ne- 
cessitated a blood transfusion at another 
hospital. There was a history of severe colds 
with productive cough every winter. He had 
previously been examined at a tuberculosis 
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sanatorium and sent home with a tentative 
diagnosis of bronchiectasis. 

At the time of admission, he had an acute 
nasopharyngitis. The right antrum was 
somewhat dull, but only a small amount of 
pus was washed from it through the inferior 
meatus. There had been a previous clean 
tonsillectomy and adenoidectomy. 

The roentgenogram showed a rather dense 
triangular left basal shadow with the left 
cardiophrenic angle largely obliterated. 
There was also some mottling of the upper 
right lung field. 

At bronchoscopy, done under local anes- 
thesia with a 6 mm. ’scope, the right main 
bronchus and its appendages were found to 
be normal. On the left side, a small amount 
of thick viscid secretion was encountered 
and aspirated. As the ’scope descended, free 
bleeding suddenly occurred, necessitating the 
instillation by syringe of 5 cc. of adrenalin, 
followed by cocaine and adrenalin sponges. 
When the bleeding was controlled, a mass 
was seen at about the level of the upper lobe 
bronchus. It was more or less pedunculated 
and it was successfully removed almost in 
toto with biopsy forceps. The base was then 
cauterized with 20 per cent silver nitrate. 

Two days later, the basal area had largely 
cleared and a lipiodol instillation was nega- 
tive for any bronchiectatic cavities. 

The pathological report of the tissue re- 
moved is quoted: ‘Fibrin makes up most of 
the specimen showing large cystic air spaces 
and some pyogenic granulations with con- 
siderable necrotic tissue.” 

The bronchoscopic specimen of secretion 
was negative for tubercle bacilli. 

The patient did well for two and one-half 
months and then returned with a history of 
recent productive cough and fever. Broncho- 
scopy was repeated and some pus aspirated 
from the left side (again negative for tu- 
bercle bacilli). There was no odor and it 
was not excessive. No abnormal tissue was 
seen, though the lower left bronchus was 
reddened. 

The patient then became fever free again, 
and the cough practically stopped. The 
bleeding had ceased since his first admission. 

This child died suddenly on January 21, 
1937, following a bronchoscopy done six 
hours previously. Bleeding occurred before 
and during the bronchoscopy. It was ap- 
parently coming from an ulceration of the 
lower left bronchus, and was controlled with 
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Fig. 1. Case 1. Left basal, triangular, atelectatic 
shadow. Cardiophrenic angle obliterated. 


Fig. 2. Case 1. Lipiodol instillation 48 hours after 
removal of abnormal tissue from bronchus. This 


adrenalin and cocaine. No biopsy was at- 
tempted. Unfortunately no blood count was 
done at that time, but there were no clinical 
signs of extreme loss of blood. In retrospect 
it is felt that a blood transfusion should have 
been given, because the pulse mounted to 150 
just prior to death. Although no autopsy 
was obtained, it is felt that this ulceration 
was probably of tuberculous origin. This is 
quite possible despite a previous negative 
tissue report. 

Obstructive emphysema—trapping of air 
—is usually seen in connection with foreign 
bodies. Its presence, regardless of cause, is 
a positive indication for bronchoscopy. 

An illustrative case is cited because: (1) 
It occurred in a tuberculous patient previous- 
ly undiagnosed. (2) There is difficulty in 
distinguishing clinically between a sponta- 
neous pneumothorax and the obstructive em- 
physema. (3) The obstructing mechanism 
was thick, viscid secretion. 

Case 2. Obstructive Emphysema in Tu- 
bereulous Patient Caused by Viscid Secre- 
tion. The patient, a single white woman 
twenty-five years of age, was first seen on 
June 6, 1931, complaining of marked dyspnea 
and cyanosis. There was complete absence 
of breath sounds over the left chest. This 
absence, with concomitant tympany, raised 
the question of a spontaneous pneumothorax 
or a foreign body in the left main stem 
bronchus. 

X-ray examination (taken on expiration) 
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Fig 


plate shows no bronchiectatic cavities, and marked 
clearing of the involved area. 


Fig. 3. Case 1. Mass removed from bronchus. Ke- 
ported pathologically as pyogenic granulation tissue. 


showed, much to our surprise, an obstructive 
emphysema. The heart was displaced to the 
right and the left diaphragm displaced down- 
ward. These findings, together with in- 
creased aeration of the left lung, indicated 
an obstructive emphysema on the left. 

Immediate diagnostic bronchoscopy was 
done under local anesthesia using a 7 mm. 
*scope. The right bronchial tree was normal. 
In the left main bronchus thick, viscid secre- 
tions in large amount were present and were 
aspirated by suction. 

Following this bronchoscopic aspiration, 
the patient became entirely symptom-free. 
Ten days later she was readmitted with the 
same clinical picture—i.e., dyspnea, cyanosis, 
and absence of breath sounds over the left 
chest. Immediate bronchoscopy was done 
under local anesthesia. Again much secre- 
tion was aspirated. Near the carina of the 
upper lobe bronchus some granulation tissue 
was seen. Biopsy was done. A_broncho- 
scopic specimen of sputum was taken in a 
specimen collector. 

She again became free of her dyspnea and 
cyanosis. The tissue report of the biopsy 
was: “The specimen consists of necrotic 
tissue and hyalinized connective tissue. We 
found no tubercles or remains of tubercles.” 

However, the laboratory reported the 
sputum as definitely positive for tubercle 
bacilli. The patient has since been under 
treatment at the North Carolina Tubercu- 
losis Sanatorium, 
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Fig. 4. Case 3. This photograph is reproduced be- 

cause it is largely a negative film. Complaint was 

dyspnea in the prone position. Obstructing tissue 

in left bronchus was found and removed at broncho- 
scopy. 


Bronchial Obstruction With Negative Roent- 
genogram But Positive Clinical Findings 


It seems paradoxical that a bronchus may 
have an obstruction and yet give an essen- 
tially negative chest film. Though this 
phenomenon is somewhat unusual, it is well 
to emphasize that it does occur. The clini- 
cal findings may consist only of an ausculta- 
tory wheeze, or the symptoms may be purely 
subjective. 

Case 3. Bronchial Obstruction by Tuber- 
culous Granulation Tissue With Negative X- 
Ray Findings. This patient was a single 
white woman, aged twenty-three years. She 
was referred on July 26, 1934, by an in- 
ternist for bronchoscopic examination be- 
cause of dyspnea which occurred only in the 
prone position. Her chest film had given no 
evidence of pulmonary pathology, despite the 
fact that there was a past history of a posi- 
tive sputum. 

Her complaint was that she ‘“wheezed” 
when she lay down. She thought it was 
worse when she lay on her left side. She 
stated that she was bringing up no thick 
pus, but that she did have a periodic cough 
regardless of position. 

Bronchoscopy was done under local anes- 
thesia. On the record made at that time it 
was stated that there was in the left main 
bronchus ‘fa marked ulcerative bronchitis 
.... there were several tags of granulation 
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Case 3. Microphotograph (low power field) 
of tuberculous granulation tissue removed at bron- 


Fig. 5. 


Extensive necrosis and ulceration are 
present. 

Fig. 6. Case 3. High power field of granulation 

tissue, showing tubercle detail at borders of necro- 

tic tissue. 


choscopy. 


tissue projecting into the bronchial lumen. 
Without much question these were obstruct- 
ing the bronchus particularly in the prone 
position. They were removed, the area 
cauterized with 20 per cent silver nitrate, 
and 5 ec. mono-P-chlorophenol instilled.” 

Bronchoscopically aspirated specimens 
were positive for tubercle bacilli. The patho- 
logical report of tissue removed was “typical 
tuberculous granulation tissue.” 

The patient was relieved for two weeks, 
and then symptoms recurred. She was again 
treated by bronchoscopy. It was not neces- 
sary to remove tissue this time. The bron- 
chus was again treated with silver nitrate. 

This patient subsequently died in 1988 of 


widespread pulmonary tuberculosis. 
Suppurative Disease 


Let us first consider so-called unresolved 
pneumonia. It is apparently a real, clinical 
entity, and a type of acute pneumonitis. 

In these cases there is usually persistent 
productive cough and fever following a pneu- 
monia six or eight weeks previously. A 
secondary anemia is a common finding. The 
roentgenogram shows an area of density in 
some part of the lung. 

In three or four cases seen in the last few 
years, the heart was essentially in normal 
position. Possibly this was true because they 
were of lobar distribution, rather than the 
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Fig. 7. Case 4. Chest film of 15 year old boy 2 

months after pneumonia, showing dense opacity of 

left chest from first to sixth ribs anteriorly and no 
cardiac displacement. 


massive type. In the former, there may be 
little or no displacement. (The x-ray tech- 
nique makes some difference, whether the 
picture is taken on expiration or inspira- 
tion.) Indeed, they probably represent, clini- 
cally, a type of atelectasis with a secondary 
pneumonitis. This conception coincides with 
their prompt response to bronchoscopic as- 
piration of retained viscid pus. Such cases 
should have bronchoscopy not only for the 
therapeutic value, but to rule out other con- 
ditions by direct visualization. 

It should be interpolated that these cases 
had all had negative pleural taps, despite the 
fact that one case had an actual displace- 
ment of the heart to the opposite side sug- 
gesting pleural pathology. After the lung 
had been cleared by bronchoscopy, a small, 
high pocket in the pleural cavity could be 
made out anterior to the scapula. This was 
cleared with one syringe aspiration by the 
consulting surgeon. 

Case 4. Unresolved Pneumonia. A white 
boy aged fifteen years was referred to us on 
March 28, 1935, because of persistent pro- 
ductive cough and fever. Two months pre- 
viously he had had what was. apparently a 
pneumonia. The fever and cough persisted, 
however, longer than the usual duration of 
a pneumonia and he was sent in by the State 
Tuberculosis Sanatorium for bronchoscopic 
study. 

The chest film showed a more or less homo- 
geneous, dense opacity occupying the upper 


Fig. 8. Case 4. Temperature chart showing re- 

sponse to bronchoscopic aspiration of viscid pus. 

This case probably represents a type of partial 
obstructive atelectasis. 

Case 4. Chest film showing recovery fol- 
lowing bronchoscopy. 


Fig. 9. 


left- chest from the first to the sixth ribs 
anteriorly. This was interpreted as a resi- 
dual pneumonitis of the upper left lobe, as 
there was no cardiac displacement. 

Bronchoscopy was advised and was done 
under local anesthesia using a 6 mm. ’scope. 
The right side was found to be normal. The 
left main bronchus was reddened, and a 
small amount of sticky pus was seen spout- 
ing from the upper lobe bronchus when the 
patient coughed. There no odor. A 
specimen was collected (which showed no 
tubercle bacilli, only coccus forms), suction 
was done and 5 cc. mono-P-chlorophenol in- 
stilled. 

The chest cleared up entirely following 
three bronchoscopic aspirations. The patient 
became afebrile, the cough stopped, and he 
has remained well to date. 

An acute pneumonitis may complicate the 
convalescence of an acute respiratory infec- 
tion. It frequently follows tonsillectomy or 
dental extraction usually done under general 
anesthesia. It is not pertinent here to dis- 
cuss the aspiration and embolic theories. 

We are concerned largely with diagnosis. 
Therefore, any acute pneumonitis which has 
not responded to several weeks of bed rest, 
high caloric feedings, postural drainage, and 
small transfusions under the direction of 
the internist, probably should have broncho- 
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scopic study. As a corollary, it follows that 
subsequent bronchoscopic treatment may be 
indicated, depending on the primary bron- 
choscopic findings. 

These cases are quite common, no doubt, 
in the practice of specialists in diseases of 
the chest. Consequently, it will be more 
profitable if some of the less common causes 
of suppuration are discussed. 

It should be emphasized that any bronchial 
obstruction may give a secondary pneumo- 
nitis. This obstruction may be a benign or 
malignant neoplasm. The predominating 
clinical picture, however, will be that of an 
acute pulmonary infection. This has been 
stressed by Vinson”), 

One most interesting case of an apparent 
adenoma of the bronchus came under ob- 
servation in 1934. It is not cited in detail 
here because we hope to make a complete 
report later. Brief comment, however, is 
pertinent. 

The patient was 47 years old and was re- 
ferred because of an acute pneumonitis of 
the right upper lobe. A mass was found at 
bronchoscopy obstructing the right upper 
lobe bronchus. This was largely removed 
with biopsy forceps, and the base was 
cauterized with 20 per cent silver nitrate. 
The pathologist returned the diagnosis of 
adenocarcinoma of a high degree of malig- 
nancy. The family was given the prognosis 
and decided not even to have deep x-ray 
therapy given. 

Eight months later a follow-up examina- 
tion was made. Her chest film showed the 
right upper lobe had entirely cleared since 
the bronchus was unlocked and the film was 
otherwise entirely negative. She had gained 
30 pounds in weight. Bronchoscopy showed 
nothing of any consequence. 

In going back over her sections, we now 
feel that this was an adenoma of a benign 
type. It has been five and one-half years 
since the original illness and the patient has 
remained well. Kramer and Som"® have 
made some interesting observations on these 
cases. 

Another case illustrates the importance of 
bronchoscopic examination in persistent pul- 
monary suppuration. 


®, Vinson, Porter T.: The Necessity for Bronchoscopic Ex- 
amination in Distinguishing Primary Carcinoma of the 
Bronchus from Suppurative Disease of the Lungs, Surg., 
Gyn. and Obstet.. 54:105 (Jan.) 1932. 
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Case 5. Malignancy of the Right Main 
and Right Upper Lobe Bronchi With Sec- 
ondary Suppuration of the Right Upper 
Lobe. The patient was a white male, aged 
sixty years. The chief complaint was pro- 
ductive cough which was attributed to a 
recent influenza. Nothing was found in the 
nasal sinuses, and the patient was treated 
in the office by instilling warm mono-P- 
chlorophenol into the trachea with a syringe. 
A week later he returned with a history of 
fever and vomiting. An x-ray at this time 
showed a marked increase in density of the 
right upper lobe. Hospitalization was ad- 
vised. Blood studies showed a negative Was- 
sermann, a mild secondary anemia and a 
leukocyte count of 19,400. 

Bronchoscopy was then done under local 
anesthesia. A 7 mm. ’scope was passed. The 
left main bronchus and its divisions were 
normal. In the right main bronchus, papil- 
lomatous tissue was seen about the upper 
lobe orifice along the superior wall. There 
was also abnormal tissue involving the pos- 
terior and inferior surfaces of the upper 
lobe bronchus. Several pieces of tissue were 
taken for microscopic examination. 

The pathological report was bronchogenic 
carcinoma. Deep x-ray therapy was advised 
and given. The patient then improved so 
far as his infection was concerned, but died 
eleven months later at his home of carcino- 
matosis. 

Another cause of a localized inflammatory 
lesion of the lung is the direct extension of 
an amebic liver infection through the dia- 
phragm. This should always be suspected 
in any right-sided lesion with an elevation 
of the right diaphragm. Bronchoscopy can 
be of definite help diagnostically by exclud- 
ing other conditions, and by obtaining the 
characteristic odorless salmon colored pus. 

In one such case, the diagnosis was almost 
overlooked because the pus was coming from 
the middle lobe bronchus. It suddenly oc- 
curred to me that the middle lobe does come 
into direct contact with the diaphragm an- 
teriorly. Amebae were then searched for in 
the sputum and found. 

The sputum of another patient was scanty 
and bloody, but did not show amebae. A 
biopsy from an inflamed right lower lobe 
bronchus did show a leukocytic infiltrate 
with areas of necrosis. 
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Fig. 10. Case 5. Roentgenogram showing exten- 
sive involvement of right upper lobe, secondary to 
bronchogenic carcinoma, 


The chest films of all patients exhibited 
either an abnormal contour or elevation of 
the right diaphragm, or both. All recovered 
following the administration of emetine 
given under the direction of the referring 
physician or medical consultant. 

Any pneumonitis may go on to frank ab- 
scess formation. Jackson" has pointed out 
that the preliminary pneumonitis may be of 
short duration. 

Bronchoscopy in such cases has the same 
value as in any pneumonitis—viz., direct 
visualization and the bacteriologic study of 
uncontaminated specimens. Such study 
should in particular rule out fusospirochetal 
infections. 

It is not irrelevant to point out that thera- 
peutically bronchoscopy may bring about a 
successful outcome even in a chronic abscess 
of some months’ duration. One post-pneu- 
monic abscess with a rather large cavity in 
the left upper lobe cleared up entirely under 
bronchoscopic management, although the pa- 
tient did not come under observation until 
ten months after onset, and the fingers were 
already clubbed’. Should such a case go to 
operation, the bronchoscopist can be of great 
help in determining the exact lobe of involve- 
ment. Lastly, even in a bronchoscopic fail- 
ure, the preliminary bronchoscopic treat- 
ment will often make the patient a much 


better surgical risk. 
Before leaving suppurative diseases, brief 
11. Jackson, Chevalier, and Jackson, Chevalier Laurence: 


Bronchoscopic Observations on Postoperative Pulmonary 
Complications. Ann. Surg., 97:516 (April) 1935. 
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Fig. 11. Case 5. Miscrophotograph of broncho- 
scopic biopsy specimen, bronchogenic carcinoma. 


Fig. 12. Case 5. High power field of biopsy specimen. 


mention should be made of bronchiectasis. 
A certain percentage of bilateral bronchiec- 
tatic cases are apparently secondary to sup- 
purative sinus disease? 1415), This discus- 
sion is concerned chiefly with the unilateral 
case. In these a possible bronchial obstruc- 
tion by a neglected foreign body or abnormal 
tissue must be considered. Clerf has pre- 
viously emphasized this'®, 

One patient with unilateral bronchiectasis, 
proven by lung mapping, was found at 
bronchoscopy to have a bronchus obstructed 
by abnormal tissue. Bronchoscopic biopsy 
showed squamous cell carcinoma. This is 
the only patient in whom I have seen‘a rather 
dramatic result from phrenicectomy. His 
sputum, which was copious and foul, ceased, 
and he became afebrile after the operation. 
Though he received deep x-ray therapy, he 
died two years later of carcinomatosis. 

The experience of this clinic has confirmed 
that of other writers in regard to neglected 
foreign bodies’ '*, A multiple bronchiec- 
12. Hart, V. K.: Etiological and Therapeutic Aspects of 

Bronchiectasis with Clinical Observations on Bronchial 
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tasis frequently ensues even after a relative- 
ly short sojourn. A vegetable foreign body 
may have undergone liquefaction by the time 
bronchoscopy is done. This does not lessen 
the indication for endoscopic study. Other 
conditions must be eliminated and any resi- 
dual foreign body removed before intelligent 
treatment can be undertaken. Indeed, I 
think it is generally agreed among broncho- 
scopists that any case of bronchiectasis, 
whether unilateral or bilateral, should have 
at least preliminary bronchoscopic study. 
Emphasis has been laid on the unilateral 
case, because intrinsic bronchial pathology 
is most apt to be a factor. 


Pulmonary Hemorrhage 


It may be set down as fundamental that 
any patient bleeding from the lung, if the 
the explanation is not obvious by x-ray 
and clinical study, should have bronchoscopic 
study. It has been shown that suppuration 
secondary to bronchial neoplasm may domi- 
nate the clinical picture. On the other hand, 
bleeding may be the single symptom of 
which the patient complains. We should not 
be misled by the age of the patient. One of 
our patients with a carcinoma of the right 
bronchus was only twenty-three years old. 
Crowell"®) reports one in a patient of the 
same age, and Gould®® one in a boy aged 
ten years. 

Case 6. Peribronchial Carcinoma With 
Hemorrhage as the Chief Complaint. This 
case is reviewed because it illustrates what 
is apparently the less common type of malig- 
nancy, and because one is very apt to get a 
negative biopsy except in the late stages 
when ulceration into the bronchus has oc- 
curred. 

The patient was a white female, aged 
seventy-three years. She was referred for 
bronchoscopy on February 16, 1933, because 
of a recent small pulmonary hemorrhage. 

Bronchoscopy was done under local anes- 
thesia using a 7 mm. ’scope. The findings 
recorded at that time are quoted: “Larynx 
and trachea normal. Right bronchus: up- 
per, middle, and lower lobe orifices normal. 
No pus. Left bronchus: marked fixation: 
upper and lower lobe orifices obscured from 


19. Trowell, I. <A.: Primary Carcinoma of the Lung in 
a Year Old Man, J. A. M. A. 102:927 (March 
2 1934, 


20. Gould, Lyman K.: Primary Carcinoma of Lung. with 
Report of a Case in a Boy Aged Ten, J. Indiana M. A. 
27:332 (Aug.) 1934, 
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view by fixed and narrowed lumen. Biopsy 
done. Endoscopic diagnosis: Probably peri- 
bronchial carcinoma.” 

The chest film showed a definite and sharp- 
ly circumscribed area of increased density 
in juxtaposition to the left lower bronchus. 
It was interpreted as strongly suggestive of 
new growth. 

The pathologist reported that in the tissue 
removed, there was no evidence of malignancy 
or specific granuloma. The subsequent course, 
however, proved the diagnosis was probably 
correct. A letter from the family physician 
stated that the patient had died about a 
year after examination in much pain and 
with a badly swollen right arm. It was as- 
sumed that the latter was likely due to car- 
cinomatous interference with the blood sup- 
ply. The original bleeding probably followed 
the erosion of a small vessel by the growth. 

Bronchoscopy may also be of value in 
hemoptysis complicating bilateral bronchiec- 
tasis. If this persists or frequently recurs, 
it is sometimes desirable to know from which 
side the bleeding comes. Therefore, it is 
best to use the bronchoscope during the 
bleeding. In one such patient, the bleeding 
was determined by bronchoscopy to be com- 
ing from the left side, and was effectively 
controlled by a left phrenicectomy done by 
the consulting surgeon. 

Occasionally bleeding from the lung can 
not be explained by x-ray and clinical study. 
In such a case, endoscopy is of value in rul- 
ing out other conditions and in determining 
indisputably that the origin is from the lung. 


Mediastinal Pathology 


Bronchoscopy in these cases is of value be- 
cause: (1) Tracheal or bronchial compres- 
sion or rigidity may be demonstrated. (2) 
Endobronchial pathology or suppuration of 
the parenchyma can be excluded. (3) If 
either or both of these latter conditions are 
found, direct study is permitted. 

Pulmonary suppuration may occur second- 
ary to direct extension of mediastinal tuber- 
culosis. We have had under bronchoscopic 
observation for five years one girl with this 
condition. Thanks to Dr. P. P. McCain of 
the North Carolina Tuberculosis Association, 
we have an x-ray record extending back ten 
years. This case has previously been re- 
ported in detail, 


Hodgkin’s disease may also invade the 
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Fig. 13. Case 6. Chest film showing dense opacity 
in juxtaposition to left lower bronchus. 


lung by direct extension. A case is presented 
which was proven by autopsy. 

Case 7. Hodgkin’s Disease With Tracheal 
Compression and Secondary Invasion of Right 
Upper Lobe. A white female, aged thirty- 
five years, was seen in consultation with an 
internist on August 1, 1929, because of un- 
explained dyspnea. Extensive laboratory 
data and x-ray study had failed to give a 
satisfactory explanation. She was most com- 
fortable in the semi-recumbent position. 

In this position, a 7 mm. bronchoscope was 
passed. Very marked compression was en- 
countered in the lower third of the trachea. 
The compression was anterior and apparent- 
ly more to the right. A suction tube could 
be forced passed the obstruction, but not the 
bronchoscope. 

A bronchscopic diagnosis was made of 
mediastinal mass, probably Hodgkin’s dis- 
ease or lymphosarcoma. Shortly thereafter 
a gland appeared above the clavicle. This 
was removed and sent to the pathologist, 
who returned a diagnosis of Hodgkin’s dis- 
ease. 


This patient came to autopsy three years 
later. There was an infiltrative and inflam- 


matory lesion involving not only the peritra- 


BRONCHOSCOPY—HART 


Fig. 14. Case 7. Chest film of patient with Hodg- 
kin’s disease. 


cheal and peribronchial glands, but the right 
upper lobe of the lung. Microscopic studies 
confirmed the diagnosis of Hodgkin’s disease 
of an infiltrative type. 

A mediastinal mass may be demonstrated 
both bronchoscopically and by x-ray and 
still leave the diagnosis uncertain. However, 
with the help of the internist, tuberculosis 
can usually be excluded. Then the diagnosis 
lies between Hodgkin’s disease and malig- 
nancy. Deep x-ray therapy is indicated in 
either instance. 

Lastly, permit me to point out that aneu- 
rysm may arise from the mediastinal aorta 
with tracheal compression, and even with 
negative x-ray findings. Dyspnea then oc- 
curs. 

On such a patient, I made the fatal mis- 
take of doing a bronchoscopic biopsy with 
subsequent immediate death by hemorrhage. 
I hope to report this case with autopsy find- 
ings at some other time. 


Atypical Cases 


Time permits only brief comment. Occa- 
sionally, a film is seen which falls into no 
certain classification. Moreover, clinical and 
laboratory studies may still leave the diag- 
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Fig. 15. Case 8. Atypical roentgenogram. Bron- 
choscopic biopsy showed tuberculosis. 


nosis doubtful. In these cases bronchoscopy 


is often of great help in diagnosis. An illus- 
trative case is given. 
Case 8. Atypical Tuberculosis. The pa- 


tient, a white woman forty-two years of age, 
was referred on August 22, 1936, for bron- 
choscopic examination. The x-ray findings 
were rather bizarre, and the clinical and 
laboratory data inconclusive. 

The following note was made at that time 
as to her chest films: “They show a dense 
left hilar shadow with marked accentuation 
of the upper left peribronchial structures. 
On the right side in juxtaposition to hilus 
is another dense area. On both sides these 
areas give the impression of considerable 
fibrosis as shown by peaking of right dia- 
phragm.” 

Her chief complaint was shortness of 
breath and marked fatigue. There had been 
no bleeding, and only a slight cough, which 
was essentially non-productive. She stated 
she had not been well in four or five years. 

Bronchoscopy was undertaken under local 
anesthesia. A 7 mm. ’scope was passed. 
The findings are quoted: “Nothing unusual 
in trachea except a slight deviation to the 
right. The right main bronchus was en- 
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Fig. 16. Case 8. Bronchoscopic biopsy specimen, 
medium magnification, showing tubercles. 


tered. Upper lobe bronchus normal. Just 
below same the bronchial wall was reddened 
and somewhat narrowed by an angry look- 
ing mucous membrane. The carina of the 
middle lobe bronchus appeared to have small 
superficial ulcerations. The lower lobe di- 
visions appeared swollen. The left main 
bronchus was next entered. There was a 
sense of rigidity and fixation suggesting 
peribronchial pathology. Upper lobe bron- 
chus normal. Opposite same and partially 
hiding lower lobe divisions was reddened 
swollen tissue. Again no pus. Biopsy speci- 
mens were taken from both sides. Endo- 
scopic diagnosis: The long history and bi- 
lateral pathology argue for a chronic infec- 
tion. Of course, malignancy must be con- 
sidered. Might be specific, either tubercular 
or luetic.”’ 

The pathological report by Dr. W. M. 
Summerville on the tissue removed was that 
one of the specimens showed tubercles. In 
this connection it is interesting to note that 
no sputum at all was obtainable at broncho- 
scopy for examination. 

One case of probable syphilis of the lung 
with very unusual x-ray findings hds been 
observed by us. A bronchoscopic biopsy was 
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done which aided in the diagnosis. The case, 
with a review of the literature, has been 
previously reported®. 


Summary 


The etiology of obstructive atelectasis and 
emphysema can be and should be determined 


by bronchoscopy. Likewise, bronchoscopy is 
indicated with any clinical evidence of bron- 
chial obstruction despite a negative roent- 
genogram. 

Any lung suppuration which has defied 
conservative management should have bron- 
choscopic investigation. In particular, it was 
emphasized that bronchial neoplasm may be 
the predisposing factor. 

Bronchoscopy may be of localizing surgi- 
cal value in: (1) Lung abscess. The broncho- 
scopist may be of help in determining the 
exact lobar site. (2) Bilateral bronchiectasis 
with persistent or recurring hemorrhage. 
The side for phrenicectomy or pneumothorax 
can be determined. 

Unilaferal bronchiectasis should always 
suggest a possible bronchial obstruction. 
Consequently, the bronchoscopist should be 
called on to rule out a neoplasm or neglected 
foreign body. 

It was also pointed out that any pulmonary 
hemorrhage not obviously tuberculous merits 
bronchoscopic study. Occasionally, a neo- 
plasm may thus first manifest itself. 

Bronchoscopy may also, at times, give 
helpful information in three other condi- 
tions: (1) obstructive dyspnea, (2) uncer- 
tain mediastinal pathology, (3) any chest 
film in which the findings are bizarre. 

Illustrative case reports were presented. 


21. Hart, V. K. and Gibbon, J. W.: Syphilis of the Lung. 
Report of a Case with Bronchoscopic Study, South. Med. 
and Surg. 96:404 (Aug.) 1934, 


Ethics.—Ethics and the art of medicine are inter- 
dependent aspects. This is not the place to discuss 
medical ethics. Suffice it to state that a good phy- 
sician has the same qualifications as an ideal man 
in his relation to his fellow men. Such a physician 
need not match his conduct, letter by letter, to the 
codes and paragraphs of the rules of ethics of medi- 
cal associations. It is said that a minister once 
defined a gentleman as “one who has more regard 
for the rights of others than for his own feelings 
and for the feelings of others than for his own 
rights.” This is an ideal definition of medical ethics 
to strive for—Soma Weiss, M.D.: The Medical 
Student Before and After Graduation, J. A. M. A. 
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SYMPOSIUM ON THE EARLY SIGNS 
AND SYMPTOMS OF CANCER 


CANCER OF THE ESOPHAGUS 
B. E. Ruupy, M. D. 


GREENSBORO 


There are only two methods of diagnosing 
cancer of the esophagus: 

1. Looking through the esophagus with 
the roentgen ray. 

2. Looking into the esophagus with the 
esophagoscope. 


All other methods are inconclusive and are 
apt to be misleading. A bougie should never 
be used; a cancer of the esophagus is well 
advanced before attaining a size sufficient to 
stop a bougie. 

Granting that an early diagnosis can be 
made only by x-ray examination, or by eso- 
phagoscopic examination, or by both, what 
are some of the most important symptoms 
which would indicate that the examination 
should be done? 

The most important early symptoms are 
not mentioned in text books; they are de- 
scribed by the patient in such vague and 
varying terms that it is difficult to formulate 
them. 

Dr. Chevalier Jackson has stated that in 
most instances the early symptoms have not 
been connected by the patient directly with 
the later trouble and are recalled only after 
close questioning. Such symptoms as the 
following have been described. 


1. Slight, queer feeling in swallowing. 


2. A feeling of nervousnes about starting 
to swallow. 


3. Vague sensation about the neck. 

4. A feeling of cramp around neck. 

5. Food sticking in throat while eating 
in a hurry. 

6. A feeling of a lump rising in the 


throat. This occurs in many Cases. 
At times it is experienced when the 
patient is not eating. 


Early symptoms can be obtained by ques- 
tioning the patient closely. Not infrequent- 
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ly the patient may make the statement that 
his physician had said the trouble was “just 
nervousness”, or a “globus hystericus”’. 


In conclusion it seems important to em- 
phasize the following points: 


1. The cure depends upon early diagnosis. 


2. A earefully obtained history, with 
proper evaluation of seemingly insig- 
nificant incidents, leads to an early 
diagnosis. 


ae 
. 


A diagnosis of spasmodic stenosis of 
the esophagus and cardiaspasm — 
which are indeed rare in my experi- 
ence—should never be made until can- 
cer of the esophagus has been excluded. 


4. Every patient with abnormal sensa- 
tion in swallowing, even though it may 
be very slight, should be promptly ex- 
amined by an experienced roentgenolo- 
gist. 


5. Esophagoscopy competently performed 
is the means of making a diagnosis 
early and persuading a comparatively 
well patient to undergo treatment at 
a stage when there will be some hope 
of curing the disease. 


The method I use for examining these eso- 
phagus cases is that which was advocated 
by the late Dr. Manges several years ago, 
and is as follows: 


With the patient placed in the prone posi- 
tion, right oblique posture, the lower end of 
the esophagus is turned slightly upward a 
little to the left, so that it becomes the high- 
est point. The patient, drinking through a 
tube, fills the upper portion, and by means 
of the swallowing effect, plus peristalsis of 
the esophagus, forces the barium solution 
past the stricture or through the stricture 
area. The solution remains in the lower 
portion of the esophagus long enough for 
one to study the outline of the filled lumen 
and the extent of the involvement of the wall 
of the esophagus, and for satisfactory films 
to be obtained. 

The fact that cancer of the esophagus does 
not metastasize early, and that it is practi- 
cally never cured by surgical means should 
inspire us to make an early diagnosis and to 
try hard for a cure by irradiation. 
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CANCER OF THE STOMACH 
A. DE T. VALK, M. D. 


WINSTON-SALEM 


Unfortunately the early signs and symp- 
toms of cancer of the stomach are usually 
conspicuous by their absence, so that the 
average patient presenting himself for diag- 
nosis has frequently reached the advanced 
stage in which surgical intervention is of 
little avail. This is a rather pessimistic 
statement, but it should increase our efforts 
to recognize and operate upon these patients 
as early as possible. We certainly have no 
right to be proud of the fact that almost 75 
per cent of gastric cancers are hopelessly 
inoperable when the diagnosis is made. 

Just what percentage of cancers of the 
stomach have their origin in an ulcer is 
speculative, but every gastric ulcer should 
be considered as a potential cancer, if our 
results are to be improved as time goes on. 
The chances for an operative cure are defi- 
nitely lost in the majority of cases if the 
lesion has progressed to the point where the 
diagnosis of a gastric cancer is clearly evi- 
dent. 

Most gastric carcinomas are encountered 
after the age of fifty, though 10 per cent are 
found in patients under forty years of age. 
Seventy-five per cent occur in males. 

Symptoms in these cases vary according 
to the stage of the disease, beginning most 
commonly with mild digestive disturbance 
—so mild, in fact, that the patient does not 
seek medical advice. The location of the 
lesion unquestionably has a direct bearing on 
the character of symptoms, as well as on 
their time of manifestation. 

As the condition progresses there is a 
gradual intensification of symptoms. Pain 
is variable, as are nausea and vomiting, for 
the location of the growth has a definite 
effect. In the pyloric region obstructive 
symptoms may develop in a fairly early 
lesion, while in a more silent area the condi- 
tion will be far advanced before causing 
much distress. The picture of the more ad- 
vanced cases, with loss of appetite and 
weight, the subsequent anemia and asthenia, 
is only too familiar to us. 

When patients present themselves, com- 
plaining of gastric distress, it is quite essen- 
tial to eliminate all possibilities of extra- 
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gastric lesions, organic or functional, thus 
narrowing the possibilities to ulcer or cancer. 
Gastric analysis and a complete blood count 
with careful study of the blood picture 
should be made, as well as urine and stool 
examinations. I would emphasize the latter, 
as blood in the stool may be found long be- 
fore any marked gastric symptoms are pres- 
ent. Massive hemorrhage is variable and is 
more often seen in gastric ulcer than in 
carcinoma; however, in the more advanced 
cancers, hemorrhage may be fatal. 

Most authorities believe that chronic ulcers 
within one inch of the pyloric ring have 
more than a 50 per cent chance of being 
malignant. While we consider all gastric 
ulcers as potential cancers, one hesitates to 
goon record as advocating immediate surgery 
in all cases presenting symptoms of a gastric 
lesion and showing constant filling defects. 
Unquestionably many of these lesions heal 
under medical treatment. Just how far medi- 
cal treatment should be carried in such cases 
is a question. 

The surgical treatment of gastric cancer 
is directly dependent upon the extent of the 
growth as revealed at operation. A _ resec- 
tion should be done when possible, or a pal- 
liative gastro-enterostomy if obstruction 
exists and excision of the growth is contra- 
indicated by virtue of extensive metastasis. 

If we are to recognize and cure cancer of 

the stomach in its early stages, it is essen- 
tial that we must become more cancer-con- 
scious. Certainly, at present, we cannot be 
proud of our achievements. 
_ The x-ray, in the hands of a competent 
man, is our most helpful instrument of pre- 
cision in making an early diagnosis of gas- 
tric carcinoma, but in the very early stage 
no roentgenologist will venture a_ positive 
differentiation between a benign ulcer and a 
malignantlesion. There is no infallible means 
of differentiation other than microscopic ex- 
amination and serial sections should be made 
before a positive conclusion is reached. 

If, after three or four weeks of medical 
treatment, there is a definite lessening of 
spasm and niche, conservative treatment 
may be continued, but if there is no change 
in the general aspect, surgical intervention 
is indicated. This is the only means of giv- 
ing these patients a reasonable chance of 
cure. 


In view of the fact that many of the very 
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early carcinomas of the stomach are so 
silent that the patient is not disturbed suffi- 
ciently to seek medical advice, it is a difficult 
problem to know what type of educational 
program might be advocated that will bring 
this condition to light before the hopeless 
stage is reached. Probably it would not be 
unwise to advocate that every man or woman 
reaching the age of forty-five should at least 
have a yearly “check-up” by a competent 
radiologist, particularly if there is any per- 
sistent loss of appetite, weakness or anemia. 
This pertains not only to the cancer of the 
stomach but to lesions of other portions of 
the gastro-intestinal tract. 

We do not hesitate to pay premiums on 
life insurance with no benefit to the insured; 
why not a small premium to safeguard our 
living? 


CANCER OF THE BOWEL AND 
RECTUM 


H. L. BROCKMANN, M. D. 
HIGH POINT 


Any serious consideration of the early 
signs and symptoms of cancer of the bowel, 
including the rectum, must take account of 
the following facts: 

1. These early signs and symptoms are so 
slight that even a doctor may himself have 
a cancer of the bowel and fail to recognize 
it until it has advanced considerably. This 
is true because these evidences are very 
easily confused with common and trivial dis- 
orders of bowel function and with organic 
changes which may be much less important 
than cancer. 

2. Cancer of the colon is almost always 
cured when removed early. As matters now 
stand, nine out of ten patients admitted to 
the leading surgical clinics in America have 
allowed the disease to progress to the point 
of presenting unmistakable evidence. Even 
so, statistics show about 55 per cent five-year 
recoveries after operative removal. The per- 
centage of cure is higher for cancers of the 
colon than of the rectum. The high per- 
centage of cures is due to the fact that can- 
cers of the colon are slow to metastasize. 
At operation, even when enlarged lymph 
nodes are found, these frequently prove to 
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be enlarged from inflammation secondary to 
ulceration of the malignant growth. Autop- 
sies show that in about fifty per cent of pa- 
tients dying of malignancy of the colon, the 
disease remains local—death being due to 
obstruction, perforation or peritonitis. 

3. Anemia and loss of weight are more 
indicative of cancer located on the right side 
of the colon, whereas signs of obstruction 
indicate that the growth more likely is on 
the left side. This is because the contents 
of the colon are thin and more fluid on the 
right side. Absorption of liquid makes them 
thicker by the time they reach the left side, 
and they pass through a constriction with 
difficulty. The majority of growths have a 
tendency to encircle the lumen of the bowel 
and cause obstruction. Ulceration is also 
likely to oceur, early in the course of the 
disease, 

4. Only 2 per cent of malignant lesions of 
the bowel occur in the small intestine. I 
shall not discuss these in this paper. 

5. The incidence of cancer is greatest after 
the fortieth year: 80 to 90 per cent. Most 
of the other cases occur in the thirties; a 
few earlier. 

6. The layman is likely to think his trouble 
is merely piles. He may go untreated or 
seek the help of some unethical or irregular 
practitioner. 

The following diagnostic features enable 
us to detect carcinoma of the bowel early in 
its development, when it is more readily 
amenable to cure. 

Disturbance of digestion, in persons pre- 
viously enjoying good digestion should sug- 
gest the possibility of colon carcinoma. We 
must be cancer minded. The disturbances 
more common as relatively early mene of 
colon cancers are: 

Occurrence of diarrhea or constipation in 
persons who have previously had regular 
bowel habits. In other words, a permanent 
change in bowel habits. 

Borborygmi 

Meteorism 

Cramps and colic 

Vague discomforts which may be called 

“intestinal indigestion’. 

This group of symptoms is due be change 
in motor activity of the bowel, due to inter- 
ference with the passage of the bowel con- 
tents. Hence these symptoms vary in extent 
and time of occurrence with the location and 
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type of growth. Where the lumen is of large 
calibre and the growth small or polypoid, 
there will be little disturbance. Where the 
growth is encircling, the calibre small, or the 
intestinal contents hard, symptoms occur 
early. Sometimes obstruction occurs rather 
suddenly. Only occasionally does constipa- 
tion alternate with diarrhea. 

Ulceration, which occurs in all bowe) can- 
cers, and in most cases very early, causes 
another group of symptoms: bleeding from 
the bowel, which may be detected grossly, 
microscopically, or by chemical test on a 
meat free diet; anemia; infection through 
the ulceration surface to the bowel wall and 
adjacent lymph nodes—this playing a part 
in loss of weight, anemia and fatigue; sec- 
retory changes from irritation, resulting in 
overproduction of mucus, which is seen in 
the stool often mixed with blood. There is 
an exception to this in the scirrhous type of 
growth, in which ulceration does not occur 
until late. But adenocarcinoma constitutes 
the overwhelming majority of colon malig- 
nancies. 

Pain is not a prominent symptom in this 
disease, and may be altogether absent until 
very late. When present it is usually below 
the navel and somewhat difficult to locate. 
The sensations are to be classed more as 
discomfort than as pain, and may be de- 
scribed as gas consciousness and soreness. 

The health of persons developing cancer 
of the bowel does not deteriorate to a notice- 
able or demonstrable degree until late in the 
disease. My effort here is to help in identi- 
fying carcinoma of the colon and rectum be- 
fore the occurrence of late symptoms, such 
as intestinal obstruction, palpable mass, me- 
tastasis, carcinomatosis, perforation, anemia, 
loss of weight, and cachexia. While remem- 
bering that even with these late symptoms 
life may be saved frequently by prompt and 
proper action, let us observe the following 
rules in order to detect carcinoma early: 

1. Demand a complete study, including his- 
tory and physical exe aination, when there is 


a change in the bowel habit, varying greatly 
_in different cases but apt to be persistent, 


or recurring and increasing, associated with 
some form of “intestinal indigestion” and 
frequently associated with blood and mucus 
in the stools. 

2. Keep cancer of the bowel constantly in 
mind when taking histories and making 
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physical examinations, not failing to make 
digital rectal examinations as a routine pro- 
cedure on patients above thirty years of age. 

3. Remember that the early warning 
symptoms may be temporarily relieved by 
symptomatic treatment, and don’t dismiss 
cancer as a possible cause when this im- 
provement takes place. 

4. Include in the diagnostic measures, 
whether convenient or not: 

(a) Visual and digital examination of the 
rectum, remembering that nine tenths of all 
cancers of the rectum, and therefore nearly 
one half of all cancers of the bowel, are 
within reach of the examining finger and 
can be diagnosed by careful palpation. 

(b) Use of the proctoscope and sigmoido- 
scope, modern types of which are easy to 
use and permit inspection of an added four 
to six inches of the lower bowel. If a lesion 
is found, make a biopsy of it. 

(c,} An x-ray examination of the colon. 
A barium enema, followed fluoroscopically, 
checked with plates and the contrast method 
of air insufflations, offers the most valuable 
diagnostic measure of cancer of the colon 
beyond reach of the finger and sigmoido- 
scope. It is not usually necessary to give a 
barium meal by mouth, and this should not 
be done if there is a danger of obstruction. 
If the findings are questionable after. the 
first x-ray examination, it should by all 
means be repeated after a few days. 

(d) It is hardly necessary to mention stool 
and routine blood examinations, including a 
serological test for syphilis. Bear in mind 
that syphilis and cancer do occur in the same 
patient sometimes. 


Conelusion 


Treatment of cancer of the bowel is surgi- 
cal. Radiation is seldom advisable or help- 
ful. Cancer of the bowel is curable, yet 
many cases never get a chance at cure, be- 
cause of late diagnosis. Get them early and 
keep your patient alive. Encourage laymen 
to consult a regular physician at the first 
appearance of symptoms. Encourage annual 
or semi-annual health examinations of ap- 
parently healthy people. 


One of the needs for the control of tuberculosis 
today is for greater emphasis on the extent of the 
cisease and less on its declining death rate. Rice, 
John L., M.D., N. Y. City Dept. of Health. 
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CANCER OF THE BLADDER 
C. O. DELANEY, M. D. 
WINSTON-SALEM 


Cancer of the bladder is not unlike cancer 
in other parts of the human organism, ex- 
cept that it is in a site which is more accessi- 
ble for investigation, and gives rise to symp- 
toms which make possible its recognition 
earlier than is the case with cancer of other 
viscera. It is, therefore, reasonable to as- 
sume that it should be recognized and treated 
earlier, and that treatment should be more 
successful. Cancer of the bladder offers far 
better prognosis than other visceral malig- 
nancies. As in other parts of the body, pre- 
cancerous lesions such as papilloma, cysts, 
polyps, leukoplakia, and diverticula usually 
exist in the bladder, and if the diagnosis is 
made in this stage, and proper surgical treat- 
ment is applied, cure may be expected. 

Nearly all carcinomas were first benign 
growths and remained benign for months, 
often years—during which period they were 
easily curable. Why is recognition so often 
too late? The explanation is sometimes 
found in the patient’s reluctance to present 
himself for examination, but all too often it 
lies in the family doctor’s overlooking the 
significance of slight urinary symptoms or 
transient hematuria. It is a regrettable fact 
that we are occasionally consulted by pa- 
tients who have been seen repeatedly by their 
family doctors for recurrent hematuria, re- 
current pyuria, or other early symptoms of 
tumor of the bladder, and have received 
buchu, juniper, potassium acetate,  salol, 
urotropin, and more recently, sulfanilamide. 
When the hemorrhage ceased spontaneously, 
the patient and doctor resolved themselves 
into a sort of mutual admiration society 
while the disease progressed insidiously to 
incurability. Such action, or inaction, has 
sealed the fate of many a hopeful, trusting, 
and misguided patient. The doctor who 
shares with the unsuspecting patient this 
unjustified complacency in the apparent re- 
lief obtained by such unwise treatment is 
not always the obscure cross-roads practi- 
tioner, but is occasionally one of the shining 
lights of the profession. 

There is no justification for pride or even 
satisfaction in treatment designed to relieve 
the early symptoms of tumor of the bladder, 
however successful, without a full knowledge 
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of the cause of these symptoms. This can 
be gained only by a careful and complete 
urological examination. Rest in bed and 
urinary antiseptics may give complete relief 
from the symptoms, but sooner or later they 
recur; and the next time may be too late to 
effect a cure. There is no more justification 
for this blind type of treatment than there 
is for giving morphine to a patient suspected 
of having appendicitis before the diagnosis 
is established and appropriate measures of 
treatment decided upon. 

The mortality rate of carcinoma of the 
bladder can be and should be reduced, but 
this can only be accomplished by increased 
effort on the part of the doctor who first 
sees the patient. It is not my contention 
that every patient who presents himself to 
his doctor and who is found to have pus in 
the urine—as is often the case following 
certain acute infectious diseases — should 
have an immediate cystoscopic examination. 
He should be carefully observed for several 
weeks, and if the infection or other symp- 
toms recur, a complete urological examina- 
tion is clearly indicated. It is universally 
agreed among urologists that the first ap- 
pearance of hematuria of unknown cause is 
an indication for a complete urological ex- 
amination. 

Aside from the various precancerous and 
benign lesions which are potentially malig- 
nant, true cancer of the bladder is curable 
in many instances, dependent upon its type, 
location and extent, if it is diagnosed early 
enough and the proper treatment is applied. 

The early recognition of vesical neoplasms 
on clinical evidence is impossible; for, while 
the symptoms may indicate the existence of 
a tumor, cystoscopy is almost invariably es- 
sential. There are, however, valuable ac- 
cessory means of diagnosis employed chiefly 
to supplement cystoscopy. These include 
physical examination, roentgenography, and 
cevstography. 

Physical examination yields no informa- 
tion of value in the case of pedunculated 
neoplasm of average size. In certain epithe- 
liomata, induration of the bladder wall, pal- 
pable through the vagina or rectum, is of 
greater diagnostic significance than the cys- 
toscopic appearances. The degree of exten- 
sion of carcinoma is best determined by 
bimanual palpation. Large intravesical 
growths may be palpable suprapubically, 
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especially those taking origin from the dome 
of the bladder. 

Roentgenography may disclose lithiasis or 
incrustations which commonly occur in as- 
sociation with tumors of the bladder. It 
should also be used in searching for metas- 
tasis, particularly in bone structures. 

Cystography is the most satisfactory 
method of visualizing deformities of the 
bladder due to extra-vesical tumors, and is 
valuable in the study of intravesical tumors 
where cystoscopy is inapplicable. This 
method has advantages in the study of 
tumors situated near the vesical orifice, of 
very large tumors, and of those occupying 
diverticula out of range of cystoscopic vision. 
Antero-posterior and lateral exposures are 
essential. 

Intravenous urography permits visualiza- 
tion of the bladder, and may also disclose 
concomitant lesions in the kidneys or ureters 
resulting from infection, extension and ure- 
teral obstruction. Primary papilloma of the 
renal pelvis which has given rise to vesical 
implants in the bladder may be revealed. 

In the management of tumor of the blad- 
der the patient’s future depends not only 
upon the early correct diagnosis, but also 
upon the manner of treatment. Briefly, the 
urologist can divide tumors of the bladder 
into two groups: papillary and solid. 

The method of treatment is determined by 
the diagnostic revelations in each particular 
case. It should be borne in mind: first, that 
almost all papillomata of the bladder, includ- 
ing papillary carcinomata with benign pedi- 
cles, are curable by cystoscopic fulguration ; 
second, that no solid tumor of the bladder 
wall should be treated in this manner; third, 
that any cancer involving the bladder wall, 
if favorably located, should be resected with 
or without urethral transplantation; fourth, 
that when total cystectomy is necessary to 
effect a cure the gravity of the operation 
has not yet rendered Coffey’s recommenda- 
tions advisable or expedient, except in rare 
instances; fifth, that cystectomy, fulgura- 
tion and radium, preceded or followed by 
deep x-ray therapy, is seldom, if ever, pro- 
ductive of more than palliative relief; and 
sixth, that radium has not met all our ex- 
pectations. 

Since the success of treatment depends 
upon early diagnosis, the most important 
feature of the problem is: How may the 
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correct diagnosis be accomplished at the 
earliest possible moment? 

The following suggestions are given as a 
possible means to that end: 


(1) Routine periodic urinalysis. 

(2) Recognition of the indications for 
urological examination. 

(3) Immediate reference of the case to a 
competent urologist upon the first ap- 
pearance of hematuria, the cause of 
which is not definitely known. 

(4) Education of the public in urological 
matters — especially the frequency 
with which malignancies are met with 
in the urinary tract. 


A part of the responsibility for the proper 
dissemination of this important information 
rests with the departments of public health, 
but perhaps a larger share falls upon the 
family physician, or upon whatever phy- 
sician is first called upon to attend the pa- 
tient with early symptoms of carcinoma of 
the bladder. One does not always realize 
the responsibility involved in the reporting 
of a simple urinalysis. A patient with slight 
hematuria or pyuria whose symptoms have 
promptly responded to a urinary antiseptic 
may later return with advanced carcinoma 
of the bladder which might have been pre- 
vented or cured if a correct diagnosis had 
been made when the patient was first seen. 
When a patient presents himself for examin- 
ation and treatment of hematuria or pyuria, 
he should be told frankly of the possible 
causes of these symptoms in order that he 
will keep in touch with his physician until 
a cause of his trouble is definitely deter- 
mined. His attention should be directed to 
something more important than immediate 
relief of symptoms. If pyuria is refractive 
to ordinary treatment or recurs after first 
responding to treatment, then immediate 
reference of the patient to a competent urolo- 
gist is definitely warranted. 

The responsibility will then rest with the 
urologist to make the diagnosis early. By 
detecting tumors in the precancerous stage 
the mortality rate of cancer of the bladder 
may be materially reduced. 


The sputum-positive cases are a matter of grave 
concern. They insist upon being discharged to their 
families and the community; yet segregation is of 
first importance in controlling tuberculosis. By 
segregation did our ancestors rid the country of 
leprosy. Welsh Nat’l. Mem. Assn. Report, Tubercle, 
Nov,, 1939, 
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CANCER OF THE BONE 
R. A. Moore, M. D. 
WINSTON-SALEM 


In considering the early signs and symp- 
toms of cancer of the bone, I do not wish to 
be an alarmist; however, I want to empha- 
size the necessity for making a thorough in- 
vestigation of any evidence which would sug- 
gest a lesion of such a serious character. 

Unfortunately, there is no characteristic 
set of symptoms in the early stages of bone 
cancer that lead us to suspect such a condi- 
tion. The age incidence is of no definite 
value to us, since malignancy may occur in 
any age; however, there are certain patho- 
logical types that occur in certain ages. 
Primary chondro-sarcoma usually occurs be- 
tween the ages of fourteen and twenty-one 
years; secondary chondro-sarcoma between 
thirty and fifty years; sclerosing osteogentic 
sarcoma up to twenty-five years; osteolytic 
sarcoma up to twenty years. However, most 
patients complain of pain in the area, al- 
though in multiple myeloma the pains are 
of rheumatic nature, often shifting from one 
portion of the body to another. The pain 
in the early stages is not severe, but quite 
frequently the patient complains of being 
unable to sleep. There is often an elevation 
of temperature and a leukocytosis, suggest- 
ing an infection; since many of these tumors 
occur in the teen age, they may easily be 
confused with osteomyelitis. The blood pic- 
ture is not characteristic, but there may be 
leukocytosis. Geschickter and Copeland say 
that no particular significance need be at- 
tached to this unless the temperature is over 
101, or the leukocyte count is above 18,000, 

Physical examination in the early stages 
may not reveal anything more than a tender, 
slightly enlarged, area of the bone, or thick- 
ening through the part, usually in the dia- 
physeal area. Most malignant tumors of the 
bone do not invade the epiphysis nor cross 
the epiphyseal line until late. The mass may 
have a crepitant and pulsating feel. 

Our diagnosis is most often made by the 
x-ray, which is very characteristic in many 
cases. The final diagnosis is made by the 
pathologist, 
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CANCER OF THE LUNG 
WAYNE J. BENTON, M. D. 
GREENSBORO 


In the past we have all been led to believe 
that cancer of the lung was a rarity. That 
we are mistaken in this belief is indicated 
in the autopsy findings of Koletsky”’, who 
found that the lung was the second most 
frequent site of primary malignancy, rank- 
ing next to the stomach. Jaffe’) found that 
the lung was in third place, with the stomach 
first and the intestines second. Approximate- 
ly 10 per cent of our primary carcinomas 
originate in the lung’. Cancer of the lung 
is a disease of maturity, but may be found 
in the twenties and thirties. There is a rela- 
tive as well as an absolute increase in fre- 
quency. 

The general consensus of opinion now is 
that all primary carcinomas of the lung arise 
from a single undifferentiated parent cell 
located in the basal layer of the bronchial 
epithelium. The degree of differentiation de- 
termines whether it will be squamous cell, 
adenocarcinoma, undifferentiated round cell, 
spindle cell or “oat cell’). 

According to the classification of Overholt 
and Remul”, from a_ clinicopathological 
standpoint the symptoms and signs may con- 
veniently be divided into three stages: 

1. Stage before bronchial occlusion: Soon 
after the tumor begins to grow, its presence 
causes irritation of the sensitive bronchial 
mucosa, which results in a dry, irritative 
cough —the earliest, most constant, and 
therefore most important symptom in the 
majority of cases. The cough obviously can- 
not remove the irritating agent; so an in- 
creased amount of bronchial secretion is 
produced in an effort to wash out the foreign 
body, resulting in clear, thin mucoid sputum. 
As the tumor enlarges, the trauma from 
coughing and degenerative changes produce 
ulceration of its surface, accounting for the 
appearance of blood streaked sputum, and a 
tendency for it to become purulent. Physical 
manifestations or roentgenographic changes 
are not present during this stage, because 


1. Koletsky, Simon: Primary Carcinoma of the Lung, Arch. 
Int. Med. 62:636 (October) 1938. 

2. Jaffe, R. H.: 
and Clin. Med. 20:1227 (September) 1935. 

3. Overholt, R. H. and Remul, W. R.: Clinical Studies of 
Primary Cancer of the Lung, in 1939 Year Book of Gen- 
eral Medicine, Chicago, Year Book Publishers, 1940, 
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the tumor is too small. It is important to 
realize that the diagnosis can usually be 
established with the bronchoscope, even at 
this early stage, because the majority of 
primary carcinomas of the lung arise in the 
stem bronchi. 


2. Stage of bronchial occlusion 


A. Partial occlusion with emphysema: 
The tumor increases in size, causing partial 
obstruction of the bronchus. Air is force- 
fully drawn past the obstruction during in- 
spiration, but the elastic recoil of the lung 
is unable to force it back past the obstruc- 
tion, and it is trapped in the affected seg- 
ment. This results in emphysema of the 
segment of lung supplied by the affected 
bronchus, and produces the wheezing or 
asthmatic breathing which is another fre- 
quent early symptom. Physical examination 
during this stage reveals hyper-resonant per- 
cussion notes, emphysematous breath sounds, 
and moist expiratory rales and ronchi. The 
x-ray may show a wedge-shaped area of de- 
creased density, with convex limiting bor- 
ders. 

B. Complete occlusion with atelectasis: 
Complete occlusion, of course, produces 
atelectasis. Dyspnea is the result. This 
causes the discomfort, or feeling of weight 
and constriction noted at this stage. Pain 
of any severity is not a part of the picture 
of early carcinoma of the lung, and, when 
present, is usually due to pleurisy resulting 
from a complicating inflammatory process. 
The severe pain usually described as being 
an outstanding symptom of this disease oc- 
curs in the later stage as a result of exten- 
sion or metastasis to the pleura, bones, nerve 
structure or other organs. 

Atelectasis is by far the most frequent 
pathologic change giving rise to physical 
manifestations at an early stage. These 
manifestations are: diminished or absent 
tactile fremitus; dullness or flatness on per- 
cussion; decreased breath sounds, which, if 
present at all, are of broncho-vesicular or 
bronchial quality; mediastinal shift toward 
the affected side; elevation of the diaphragm ; 
narrowing of the intercostal spaces; and 
compensatory emphysema of the unaffected 
segment. X-ray will show a wedge-shaped 
density with concave borders extending from 
hilus to chest wall, and an elevated dia- 
phragm. A flat and lateral view gives most 
information, The tumor itself casts a shadow 
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in only a small percentage of cases at an 
early stage. This is more apt to be seen in 
a peripherally located tumor. 

C. Bronchial occlusion with secondary 
infection: With bronchial occlusion and ul- 
ceration, secondary infection of the bron- 
chial tree usually occurs, because the ability 
of the ciliated epithelium to sweep out the 
bacteria is destroyed. This may progress 
into bronchitis, bronchiectasis, pneumonia 
(or pneumonitis), abscess, or even gangrene 
of the entire segment. The signs and symp- 
toms are obviously so extremely variable, 
since there are so many factors involved in 
their production, that they need not be 
enumerated here. The x-ray appearance is 
that of uncomplicated occlusion, plus the 
changes incident to the various inflammatory 
processes that may be present. 


3. Stage of extension or metastases: 
Many other signs, symptoms, and roentgeno- 
logic changes are due to extension or metas- 
tases: dysphagia, abnormal symptoms of 
the central nervous system, phrenic nerve 
paralysis, dilated veins of the neck, chest 
wall or upper extremity, severe pain, 
dyspnea, hemoptysis, and diffuse carcinoma- 
tous infiltrations of the lung; however, these 
are all signs of the disease after the possi- 
bility of cure has passed. 


Summary 


(1) Partial or complete occlusion of the 
bronchus, or bronciole, with or without 
secondary infection, produces the most im- 
portant pathologic changes giving rise to 
early symptoms and signs. (2) Broncho- 
scopic examination is by far the most im- 
portant diagnostic procedure available, and 
should be done without delay in a case in 
which a dry or productive cough develops, 
alone or in association with blood streaked 
sputum, wheezing, dyspnea, chest discom- 
fort, or other symptoms suggestive of early 
primary carcinoma of the lung which can- 
not be definitely explained on some other 
basis. 


Neglected Foundations in Education.—Today, we 
have the problem which arises from the tendency 
to rush through the years of general education to- 
ward the benefits of the special fields which can be 
reached only through higher and special education. 
We sometimes act as if we want to build the upper 
floors of our buildings without bothering much about 
the supporting foundations. — Caldwell, Otis W.: 
Some Problems of an Educated Minority, Science 
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CANCER OF THE CERVIX AND 
UTERUS 


Moir 8S. MARTIN, M.D., F.A.C.S. 
Mv. AIRY 


Though there have been marked advances 
made in medical progress and much educa- 
tional work done among the laity, cancer is 
on the increase. It has been stated that one 
death out of every seventeen is from cancer. 
Hoffman has said that in the United States 
alone 13,000 women die each year from can- 
cer of the uterus (cervix and body). 

A recent article by Dr. J. C. Masson of 
Mayo Clinic stated: “At present, the increase 
in the number of deaths from cancer of the 
uterus is real, not apparent. Some authors 
have suggested that this increase is the re- 
sult of increased accuracy of diagnosis. This 
does not seem likely as the symptoms of ad- 
vanced cancer of the uterus could hardly be 
confused with those of any other disease. 
One reason for the increased incidence of 
deaths from this cause, of course, is preven- 
tive medicine and higher standards of liv- 
ing, as the result of which more people live 
to the cancer age. 

“Recent statistics show that cancer de- 
velops in the uterus more frequently than 
in any other organ or part of the female 
body. Of 4,407 cases of cancer of the uterus 
observed at the Mayo Clinic from, 1910 to 
1938 inclusive, 3,273 were primary in the 
cervix and 1,134 were in the uterine body. 
Of this number, 3,097 women with cervical 
cancers and 1,122 women with primary can- 
cers in the body of the uterus received treat- 
ment at the Mayo Clinic. The ratio of car- 
cinoma of the cervix to carcinoma of the 
uterine body in this series is as 2.9 to 1.” 

Cancer of the cervix occurs at an earlier 
age than does cancer of the body of the 
uterus. In cancer of the cervix “the age in- 
cidence rises after the thirty-fifth year of 
life’; on the other hand “the marked rise in 
incidence of cancer of the body of the uterus 
occurs after the fiftieth year of life.” 

The late or advanced signs and symptoms 
of cancer, such as anemia, loss of weight, 
and pain, are purposely omitted in this brief 
discussion, and I shall confine my remarks 
strictly to the most important and outstand- 
ing symptoms of early cases. 

The important fact for us, as doctors, to 
remember is that cancer of the uterus and 
cervix does not present early signs and 
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symptoms. Among the earliest symptoms 
are watery vaginal discharge, irritating and 
slightly offensive, and abnormal discharge of 
blood, such as spotting or bleeding between 
menstruations and following intercourse. Oc- 
casionally a rather free hemorrhage occurs 
from an extensive ulceration in the uterus 
which has been practically symptomless be- 
fore. Frequently this is the warning of a 
well advanced cancer. 

Cutler and Buschke, in their recent book, 
make the bold statement that “‘vaginal dis- 
charge and bleeding constitute the only two 
early signs of cervical carcinoma.” 

Hemorrhage is the most common symptom, 
and when it occurs after the complete cessa- 
tion of the menses, should be regarded as 
the result of malignancy until it. can be 
proven otherwise. Hemorrhage occurring 
during the change of life is more difficult of 
interpretation. 

Palpation sometimes is helpful when there 
is induration and thickening around the cer- 
vix and fixation of the cervix and body of 
the uterus. The mobility of the cervix will, 
of course, depend upon whether the tissue 
around the cervix has been invaded. When 
there is definite finding of thickening and in- 
duration, a suspicious mind should cause one 
to investigate further. One of the most im- 
portant diagnostic procedures is the use of 
the speculum, properly exposing the cervix 
with a good light. A colposcope may be used 
here, and, because of the magnification, may 
be helpful; however interpretation is diffi- 
cult for the inexperienced operator. 

If inspection shows any irregularity of the 
cervix, such as erosion, ulceration or papil- 
lary growth, further investigation should be 
made and the probe test should be done. 
This consists in pushing a small, blunt probe 
gently against the suspicious area of the 
cervix. If the probe meets resistance and 
slides off, the lesion is probably not cancer. 
If the probe sinks in easily, the lesion prob- 
ably is cancer, and will require a biopsy. 

One may use the Schiller or iodine test, 
which consists in painting the vagina and 
cervix with Lugol’s solution or with diluted 
tincture of iodine. The normal cervical and 
vaginal epithelium stains dark brown be- 
cause of its glycogen content. In leukoplakia 
and cancer, glycogen is not present, and these 
areas are stained only slightly or not at all. 
This test is not pathognomonic, because 
chronic inflammatory conditions, erosions, 
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lacerations, hyperkeratoses and ulcerations 
may remain unstained. 

Schiller’s test for carcinoma of the cervix 
may be helpful in locating the area for 
biopsy. Great care should be used to obtain 
a specimen sufficiently large for a proper 
examination. A piece of tissue 3 to 4 mm. 
in diameter and 2 to 3 mm. thick is excised 
from the most suspicious area with sharp 
scissors or a knife. If the bleeding is pro- 
fuse, the cautery or a catgut stitch can be 
used to control it. The cautery should not 
be used for the removal of the specimen, as 
cooking the tissue frequently destroys the 
cells for microscopic study. The tissue should 
not be handled, but should immediately be 
placed in a 4 per cent formalin solution and 
sent to the pathologist without delay. In 
the early and questionable cases the only 
means of reaching a positive diagnosis is a 
study of the suspected tissue by a competent 
pathologist. 

The clinical symptoms of cancer of the 
body of the uterus are similar to those of 
cancer of the cervix. The discharge, which 
is usually intermittent because of obstruc- 
tion in the cervical canal, may be watery, 
bloody or leukorrheal. There may be days 
when there is little or no discharge. The 
obstruction may cause a feeling of heaviness 
or pressure simulating menstrual pain. 

In the fairly early stages palpation may 
reveal a localized firmness or induration of 
the cervix. Especially is this true of the 
endocervical type. Both rectal and vaginal 
palpation may be helpful in finding the ex- 
tent of the disease in and around the cervix, 
and in detecting the presence of vaginal 
thickening. 

Enlargement of the uterus may or may 
not occur, depending on the size or extent 
of the cancer. Inspection may or may not 
be helpful, depending upon whether the mass 
is protruding through the cervix. The pas- 
sage of a uterine sound may cause bright 
red blood to pass from the uterine canal— 
“Clark’s Sign”. In the absence of cancer, 
the passage of bright red blood seldom 
occurs. 

Diagnostic curettage should be performed 
in all suspected cases, and the curettement 
must be thorough and complete. The scrap- 
ings must be carefully examined microscopi- 
cally, and repeatedly examined if negative; 
for it is easy for a small malignant area to 
escape the curette or the microscope, 
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CANCER OF THE BREAST 
RUSSELL O. LyDAY, M.D., F.A.C.S. 
GREENSBORO 


Except for those conditions associated with 
the lactating breast, the most common tu- 
mors of the breast are chronic cystic mas- 
titis, adenofibromata, cysts and carcinoma. 

Although chronic cystic mastitis is gen- 
erally thought to be due to a disturbed en- 
docrine function, the exact relationship is, 
of course, not understood. It seems to be 
definitely related to incomplete involutional 
changes throughout the breast or in localized 
areas. Lehman points out that this failure 
of complete involution, which is more often 
seen in younger women, means retention in 
the breast of hyperemia, hyperplasia and in- 
filtration. Since malignant changes have 
been found in these conditions frequently 
enough for some authorities to consider them 
precancerous, we should not be satisfied with 
giving a cursory examination and dismissing 
the. possibility of future malignant changes. 

When one is confronted with a typical case 
of chronic cystic mastitis, which shows a 
bilateral lumpy condition of the breast, the 
diagnosis is easy. But the diagnosis of an 
early carcinoma in such a breast may be a 
real problem. If examination shows a lump 
which differs in contour or in consistency 
from the other lumps, biopsy is necessary. 

The majority of patients who present 
themselves for examination on account of a 
lump in the breast, particularly young 
women, have adenofibromata or cysts. By 
considering the patient’s age and the physi- 
cal findings, a correct diagnosis of benign 
tumor can be made in a great majority of 
these patients. 

Early carcinoma may be correctly diag- 
nosed or strongly suspected when one con- 
siders the age of the patient, the history of 
onset, the progress and the findings upon 
physical examination. Naturally, the most 
important consideration here is its differ- 
ential diagnosis from various benign tumors. 

Pain and discharge from the nipple, 
especially if this discharge is not bloody, are 
of no particular importance. Adair is of the 
opinion that about 50 per cent of those pa- 
tients who show a bloody discharge from 
the nipple, which means an ulcerated intra- 
ductal lesion, have cancer. He says that 
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those over fifty years of age show cancer in 
a proportion of more than 50 per cent, while 
the incidence of cancer is less in those under 
fifty. 

When one examines a breast, regardless 
of the age of the patient or the history, and 
finds a discrete, firm, regular or irregular 
tumor, excision of the mass for pathological 
study is indicated. Retraction of the nipple 
is of little or no importance in determining 
the presence or absence of malignancy, un- 
less other signs are present. However, fixa- 
tion of the tumor, retraction of the over- 
lying skin and enlarged axillary nodes make 
the diagnosis tragically obvious. 

Palpation of the tumor against the chest 
wall yields much more information than 
pressing it between the fingers. In this man- 
ner one feels it through only one layer of 
skin and subcutaneous tissue instead of two 
layers. 

Transillumination is a valuable aid when 
carried out by those experienced with this 
procedure. It is particularly useful if the 
light is so directed that any irregularity of 
the skin over the tumor is demonstrated by 
a shadow. This phenomenon is produced by 
a shortening of the subcutaneous ligaments 
due to contraction of the stroma of a malig- 
nant tumor. Translucency may also be ob- 
served in cysts with clear fluid. 

Injection of the ducts with a contrast 
medium, sometimes followed by air injec- 
tion, has been done by Hicken and Best for 
x-ray studies. Aspiration biopsy or removal 
of tissue with a special biopsy instrument 
is advocated by some. The former method, 
aspiration biopsy, is frequently used at the 
Memorial Hospital in New York. 

For most of us, it appears to me, complete 
removal of the tumor mass is far more 
practical and safer. Even with all the tumor 
mass, the pathologist may have difficulty in 
determining its exact nature. 

In a review of 200 patients admitted to 
the Cleveland Clinic complaining of a lump 
in the breast, Dr. George W. Crile, Jr.,‘°) re- 
ported that in 43 per cent the lump proved 
to be malignant. Seventy-five per cent of 
those with carcinoma were over fifty years 
of age; in only 12 patients over fifty years 
of age did the lump prove to be benign. 

From this statistical study it was con- 
cluded that the chances are 3 to 1 in favor 
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of the tumor being malignant when found 
in a woman beyond fifty. On the other hand, 
the chances are nearly 20 to 1 in favor of 
the tumor being benign when found in a 
woman under forty. In the forties the 
chances are about 50-50. 

In reviewing my own group of patients 
who were subjected to operation; I find that 
25.6 per cent of all tumors removed proved 
to be cancers. The frequency of benign and 
malignant tumors according to age groups 
conformed pretty well with the statistics 
quoted by the Cleveland Clinic. 


Summary 


The most common benign tumors and car- 
cinoma of the breast are discussed. The fact 
is emphasized that lumps developing in 
women past fifty years of age are usually 
malignant. For most of us physicians, biopsy 
should be the rule for any discrete tumor of 
the breast, regardless of age or sex, unless 
regressive changes take place during a 
reasonable period of observation. 


THE DIAGNOSIS AND MANAGEMENT 
OF LATENT SYPHILIS 


J. LAMAR CALLAWAY, M. D. 
DURHAM 


and 


GEORGE M. LEIBY, M. D. 
RALEIGH 


Latent syphilis may be defined as the hid- 
den stage of syphilis. It begins with the 
healing of the open lesions of early syphilis, 
spontaneously or under the influence of in- 
adequate treatment. It lasts for a variable 
period of time ranging from a few months 
to years. It is terminated either by death 
from causes other than syphilis or by ex- 


tension of the deep-seated incipient lesions” 


of syphilis above the clinical threshold. 
There is no way to recognize latent syphi- 
lis except by a serological study or by a 
previous history of the infection in the in- 
dividual. The serological test for syphilis 
is positive in the vast majority of untreated 
From the Section of Dermatology and Syphilelogy of the De- 
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cases of latent syphilis during the first two 
decades after the onset of the infection. 
Among inadequately treated cases, however, 
the results of the serological examination 
often fluctuate between positive, doubtful, 
and negative. 

As has already been emphasized, the diag- 
nosis of latent syphilis depends upon sero- 
logical or historical] confirmation, rather than 
upon clinical findings. Because of this fact, 
certainly in the absence of historical evi- 
dence of syphilis, latent syphilis should be 
diagnosed only after repeated positive blood 
tests performed by an approved laboratory 
carrying out a recognized serological test for 
syphilis. If conflicting reports are given, 
specimens should be sent to several different 
laboratories before treatment is started. 

The more meticulous the examination and 
the more acute the diagnostic acumen of the 
observer, the smaller will be the group of 
cases which are ultimately dumped into the 
diagnostic wastebasket known as latent 
syphilis, and the greater the number of pa- 
tients found with infectious relapses, cardio- 
vascular syphilis, central nervous system 
syphilis, and other types of visceral syphilis. 
Since early recognition of these conditions 
has a direct bearing on the immediate treat- 
ment and the ultimate prognosis of the pa- 
tient, it is imperative that in addition to the 
usual physical examination the following 
diagnostic procedures be followed in doubt- 
ful cases: 

1. Detailed examination of the skin and 
readily examined mucous membranes 
for suspicious lesions. 

2. Careful appraisal of the cardiovascular 
system. This should include, in addi- 
tion to the usual] stethoscopic examina- 
tion, roentgenological studies of the 
cardiovascular stripe, particularly in 
the left anterior oblique position. 
Studies of aortic function should be 
made under the fluoroscope. Palpation 
of vessels in the extremities, studies of 
retinal vessels, and blood pressure find- 
ings will aid in evaluating the state of 
the general vascular tree. 

3. Examination of the deep and super- 
ficial reflexes, and analysis of the 
spinal fluid. A cell count, Pandy, (and 
if possible, quantitative protein and 
globulin determination), measurement 
of spinal fluid serology, and the de- 
termination of the colloidal stability 
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of the spinal fluid with either gold 
chloride or gum mastic are necessary. 
An examination of the function of the 
retinal nerve by charting visual fields 
is of particular importance in manag- 
ing the treatment regime of a patient 
with evidence of central nervous sys- 
tem syphilis. 

4. Investigation of patient’s family and 
contacts. 


As far as the manifestations of syphilis 
are concerned, the patient with latent syphi- 
lis is clinically and symptomatically normal 
except for a positive serological test. Even 
after he completes one or two years of treat- 
ment, his physical status will very likely re- 
main unchanged. He may still have a posi- 
tive serological test for syphilis, and barring 
the introduction of other debilitating fac- 
tors, he will feel no change in his condition. 
However, some of the imperative reasons for 
treating patients with latent syphilis are the 
following: 

1. Over one-third of untreated patients 
with syphilis ultimately develop mani- 
festations of cardiovascular syphilis. 

2. Approximately one-fourth of untreated 
patients with syphilis acquire clinica! 
evidence of central nervous system 
syphilis. 

3. About three-fourths of the infants 
born to women with syphilis are syphi- 
litic; this is almost totally preventable 
by adequate treatment during the last 
five months of pregnancy. 
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As in early infectious syphilis, a patient 
with latent syphilis can be treated satisfac- 
torily according to a standard routine. The 
treatment schedule differs from that of early 
syphilis in this respect: It is highly prob- 
able that the patient has innumerable deep- 
seated, well-established active foci of the 
disease, and many of these lesions may be 
located in vital structures. Therefore, it is 
essential that the suppression of spirochetal 
activity and the ultimate healing of these 
foci be accomplished with the least possible 
disturbance to the organism as a whole. The 
danger of a therapeutic shock (Jarisch-Herx- 
heimer reaction) and the therapeutic para- 
dox of Wile must be kept in mind. Some of 
the more common accidents which occur are 
coronary stenosis, transverse myelitis, and 
paralyses. They occur from the too rapid 
destruction of spirochetes, with a concomi- 
tant physiological reaction of the body 
characterized by marked focal edema and 
later excessive scarring around these focal 
areas if the individual survives the initial 
edematous reaction. To prevent these un- 
favorable responses to antisyphilitic treat- 
ment, arsenical preparations are to be 
avoided for the first course among patients 
with latent syphilis. These patients should 
be started on bismuth. Fortunately, bismuth 
rarely causes a Herxheimer reaction and 
does promote slow healing of the focal 
areas of infection. An acceptable treatment 
schedule for latent syphilis follows: 


TREATMENT SCHEDULE FOR PATIENTS WITH LATENT SYPHILIS 


Drug Dosage 


1-6 Bismuth subsalicylate 0.2 


15-24 Bismuth subsalicylate 0.2 
25-32 
33-40 Bismuth subsalicylate 0.2 
41-47 
48-55 Bismuth subsalicylate 0.2 
56-61 
62-70 Bismuth subsalicylate 0.2 


Drug Dosage Remarks 

Spinal fluid 

Neoarsphenamine 0.3 examination, 

Neoarsphenamine 0.45 fluoroscopy, 

Neoarsphenamine 0.6 and/or x-ray. 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 

Neoarsphenamine 0.6 


ip 
‘ 
Weeks 
8 
9 
11 
12 
14 
4 


Latent syphilis in its relation to the pub- 
lic health presents a totally different picture 
from that of early infectious syphilis. The 
immediate intimate sexual contacts of latent 
syphilis cases are usually not infected; on 
the other hand, family contacts frequently 
are. This is readily apparent when one re- 
flects that the individual with latent syphilis 
may have infected his wife years before, 
during the open lesion phase of early syphi- 
lis, and she may have subsequently infected 
her children born since the onset of her in- 
fection; whereas, at the present stage of the 
disease, the patient is unable to transmit the 
infection to others. It is also to be borne 
in mind that since clinical manifestations of 
syphilis can simulate most of the diseases of 
man, many cases of latent syphilis will be 
uncovered by routinely testing-the blood of 
every patient who presents himself for medi- 
cal care, whether in private practice or on a 
hospital service. 

In summary, the diagnosis of latent syphi- 
lis depends upon the exclusion of clinical 
manifestations of syphilis and confirmation 
either by repeated serological tests for 
syphilis or by historical evidence of inade- 
quately treated syphilis. Every doubtful 
case should have a complete physical exami- 
nation, with special emphasis on the cardio- 
vascular and central nervous systems. A 
spinal fluid examination is imperative. 
Familial contacts are the most important in 
case finding. Treatment should be continu- 
ous, without rest periods, and should be 
begun with bismuth. 


A SYNTHETIC ESTROGENIC 
HORMONE 


A Preliminary Report 
J. Watts FARTHING, M.D., M.S. SurG. 
WILMINGTON 


The field of hormonotherapy has now 
reached the stage of maturity where we no 
longer see the epoch-making events that we 
did in the earlier days when the various 
hormones were first discovered, isolated, and 
made available to the profession. The more 
recent advances in this important field of 
medicine consist mostly of routine laboratory 
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work—the purifying, synthesizing, and sub- 
stitution of those products already dis- 
covered. These developments, not so inter- 
esting as the original discoveries, are none 
the less important, and it is one of these 
more recent laboratory advances that I wish 
to report. 

Ovarian hypofunction, particularly at the 
time of the climacteric, is one of the com- 
monest, and at times one of the most dis- 
tressing endocrine disorders which we en- 
counter. Estrone (Theelin) and Estriol 
(Theelol) have been available commercially 
for a number of years, and are quite effec- 
tive in replacement therapy, when given in 
adequate dosage. The hypodermic form, 
Estrone, has proven more effective than the 
oral preparation, Estriol, because the latter 
is poorly absorbed. In the menopause, the 
average dose required to maintain complete 
relief is 10,000 international units at inter- 
vals of from five to fifteen days, depending 
on the weight of the patient and the degree 
of ovarian hypofunction. The more recent- 
ly available forms, a-estradiol benzoate and 
diproprionate, are said to require somewhat 
smaller dosage. 

In 1938 Dodds and Lawson of England 
reported that the phenanthrene ring, the 
mother substance of the natural hormone, is 
not a prerequisite to the estrogenic activity 
of a compound. Dianol, a phenolic gum, 
Dianethole and derivatives, were proved to 
be active in producing estrus in ovariecto- 
mized rats. Many such compounds were 
tried, and a-b diphenylethylen, or stilbene, 
was found most promising. Stilbene is ob- 
tained by treating benzaldehyde with benzyl 
magnesium bromide and distilling it after 
acidifying with sulfuric acid. The dehy- 
droxy diethy] stilbene, known as diethylstil- 
bestrol, and its diproprionic acid ester have 
proven to be the most effective estrogens of 
the group. 

The estrogenic action of these compounds 
in various laboratory animals was thorough- 
ly investigated and reported in the British 
literature in 1938 and 1939 by Dodds, Law: 
son, Robinson, Noble, Parkes, Folley, and 
others" 2* *), The synthetic preparation was 
found to be somewhat more active than the 


1. Dodds. E. C.; Goldberg, L.; Lawson, W., and Robinson, 
R., in Nature 141:247, 1938, 
2. Dodds, E. C.; Lawson, W., and Noble, R. L., in Brit. 


M. J. 2:557, 1938. 

8. Noble, R. L., in Lancet 2:192, 1938. 

4. Parkes, A. S.; Dodds, E. C,, and Noble, R, L., in Brit. 
M. J. 2:557, 1988, . 
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natural hormone when given either orally 
as diethylstilbestrol, or intramuscularly as 
diethylstilbestrol, or as the diproprionate. 
The minimum lethal dose was found to be 
1800 times the average effective dose. 

During 1939 these compounds were tried 
in the place of natural estrogens in the treat- 
ment of various forms of ovarian hypofunc- 
tion in human beings. Bishop, Boycott, and 
Zuckerman) reported a series of forty-six 
cases; Winterton and MacGregor, a series 
of forty-five; and Loeser a series of fifteen 
—all in British periodicals. Their results 
were uniformly good, though a relatively 
large number of their patients exhibited 
toxic effects in the form of nausea and some- 
times vomiting. This year several articles 
on the subject have appeared in our own 
literature. 

Buxton and Engle‘) reported a series of 
17 cases of ovarian hypofunction, treated 
with diethylstilbestrol by mouth and intra- 
muscularly. Results were comparable to 
those obtained with natural estrogens; in 
only one case was nausea observed, although 
the drug was given by mouth in doses up 
to thirty milligrams (600,000 international 
units) daily for as long as twenty-five days. 
Minute laboratory investigation failed to re- 
veal any evidence of toxicity. 

MacBryde, Freedman, and Loeffel) re- 
ported 37 cases, treated with diethylstil- 
bestrol both by mouth and intramuscularly. 
Their results were the same as reported 
above, except that they noticed a little more 
nausea than did Buxton and Engle. 

Collins et al" reported 50 cases, with 
similar results. 

It is my purpose here to report an addi- 
tional 24 cases. In these, however, the dipro- 
prionic acid ester was used, rather than the 
straight stilbestrol. 

In July, 1939, the Department of Medical 
Research, Winthrop Chemical Company, sup- 
plied me with stilbestrol which they pro- 
visionally called E-391. The peroral and 
parenteral administration of this nonester- 
fied compound produced a series of by-effects 
5. Bishop, P. M. F.; Boycott, M., and Zuckerman, S., in 

Lancet 1:5, 1939. 


6. eee. W. R., and MacGregor, T. N., in Brit. M. J. 
1:7, 1939. 

7. Loeser, A. A., in Brit. M. J. 1:18, 1939. 

6. Bastion, CC. L., and Hagic. T.. in J. A. M. A. 118: 
2318, 1939. 

9. MacBryde, C. M.; Freedman, H., and Loeffel, E., in J. A. 
M. A. 113:2320, 1939. 

10. Collins, C. G.; Weed, J. C.; Weinstein, B. B., and Lock, 
F. R., in Am. J. Obst. and Gynec. 39:117, 1940. 
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—notably nausea and vomiting—which were 
thought to be due to the rapid absorption of 
what is now considered a rather large dose. 
The plain diethylstilbene was discontinued 
and its propionic acid ester substituted. The 
latter proved to give a more sustained effect, 
as the result of slower and more even absorp- 
tion. The incidence of nausea and other un- 
pleasant effects was less than that observed 
with the first preparation. The encouraging 
clinical response is summarized in the ac- 
companying table. <A total of 210 intramus- 
cular injections were given to 24 patients. 
Unfavorable reaction was noted in only one 
case; in this case we were unable to ad- 
minister the drug because of sensitivity. In 
each case presenting nervousness as a chief 
or prominent complaint, sedation with bar- 
biturates and bromides was given an ade- 
quate therapeutic trial before beginning 
estrogenic treatment. 

Thirteen patients with complete meno- 
pause, two of them following surgery, were 
treated, with excellent results in ten cases, 
good results in one, fair in one, and failure 
in the one who could not take the drug. One 
of these patients suffered particularly from 
post-menstrual migraine, and has noted con- 
siderable improvement. Of three patients 
who complained of the so-called menstrual 
arthritis, two were relieved. Two cases pre- 
sented marked hypertension, and in one of 
these the pressure returned to normal. 

Six cases of ovarian hypofunction, or early 
incomplete menopause, are included. Results 
were excellent in one case, good in three, 
fair in one, and poor in one. 

One case of menstrual urticaria responded 
beautifully, but treatment was discontinued 
because of sensitivity to peanut oil, in which 
the drug was dissolved. 

A relatively young woman with hyperten- 
sion who was under treatment elsewhere 
with Estrone was given one injection of .1 
mg. In twenty-four hours her blood pressure 
fell from 190 to 130, systolic. She said this 
was the usual result obtained with Theelin. 

The preparation was used in two cases of 
nausea of early pregnancy, with fair results 
—about comparable to those obtained with 
Estrone. 

An effort has been made to evaluate the 
lasting qualities of the drug, and to establish 
a minimal effective dose. In each case the 
initial dose was small—.05 to .1 mg.—in 
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Z 8 § Sie s 6. 
Be 52 Menopause XXX Xxx x 10 13 #11 15 Excellent 
z; 48 Menopause xx x x 6 5 5 10 Excellent 
3. 44 Menopause xX XXX x x 12 9 7 21 Excellent 
4. 49 Menopause xx XXX x x 4 7 6 8 Excellent 
5. 49 Menopause (S) x XXXX x 2 3 2 None 
6. 46 Menopause xx xx x 16 11 10 16 Excellent 
A 42 Menopause x Xxx x 11 12 10 10 Excellent 
8. 41 Menopause xx xx x x 3 3 18 Excellent 
9. 40 Menopause XXXX xx x 14. 17 8 21 Excellent 
10 50 Menopause xXx XXXX x 4 6 5 Excellent 
11. 46 Menopause xxx xx xx x = he we $2 18 Fair 
12 44 Menopause (S) xx XXX x 4 6 5 Excellent 
13 51 Menopause x x 4 5 4 Good 
14 46 Menopause and 
Migraine x Ex x 5 6 5 Good 
15. 35 Ovarian 
Hypofunction x xXXxXX xx a: 5 21 Good 
16. 35 Hypofunction x XXXX xx : 5 5 4 Good 
17. 40 Hypofunction xx XxX xx x 4 4 A Good 
18. 40 Hypofunction (S) x XxX 30 Excellent 
19. 30 Hypofunction x x x x @ me Poor 
20. 41 Hypofunction x XXXX x x 44 20 56 Fair 
21. 40 Hypertension x XxX 3 2 2 Excellent 
22. 39 Urticaria 4 Excellent 
23. 35 Nausea of Pregnancy 12 6 1.2 Excellent 
24. 21 Nausea of Pregnancy 3 1 2 Excellent 
order to detect any idiosyncrasy. Injections better than the natural hormone itself and 


were given at three or four day intervals, 
the dose being increased rapidly to 1 mg., 
and continued at this rate until complete re- 
lief was obtained. In the cases of meno- 
pause, less than one hot flash in three days 
was considered complete relief. At this 
point the injections were spaced further and 
further apart until the symptoms began to 
return. The patient was the sole judge of 
how often she needed treatment. The series 
is too short for definite conclusions, but the 
maintenance requirement varied from 1 mg. 
every eight days to 1 mg. every twenty-one 
days. This compares favorably with the 
usual results from natural estrogens. The 
period of treatment has lasted up to twenty- 
three weeks. The interval following the last 
injection has been as long as four months, 
and most of these patients are still free of 
symptoms. Two have returned for another 
course of treatment, and have been relieved 
by the second or third dose. 


Summary 


An entirely synthetic substance, diethyl- 
stilbestrol diproprionate, is similar in chemi- 
cal structure, but not identical with Estrone, 
possesses estrogenic properties equal to or 


is definitely superior to the related com- 
pound, stilbestrol. The use of the dipro- 
prionate in twenty-four cases of various 
types of ovarian hypofunction is reported, 
with uniformly good therapeutic results, and 
with no untoward side reactions. 


DAVID A. STANTON, M.D., F.A.C.S. 
By 
FREDERICK R. TAYLOR, M.D., F.A.C.P. 


David A. Stanton, Sr., was born in Ran- 
dolph County on May 24, 1859. He is the 
son of George Fox and Ruhanna Vickery 
Stanton, and was the fifth in a family of 
six children. His early schooling was ob- 
tained at several different private and public 
schools. After one term at New Garden 
Boarding School—later Guilford College—he 
worked at home on his father’s farm for two 
years, and then entered the Medical Depart- 
ment of Vanderbilt University. He received 
his degree from there in February, 1887, 
having led his class in Materia Medica. 

In April, 1887, Dr. Stanton took the North 
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Carolina State Medical Board examinations 
and received his license to practice. For a 
year he did general practice in Randleman. 
On September 28, 1887, he married Miss 
Susan C. Coltrane. Four children have been 
born to this union, three of whom—Dr. T. 
M. Stanton, Mrs. Archibald Sherrod and Mr. 
David A. Stanton, Jr.—are now living. 

Dr. Stanton moved from Randleman to 
Lexington, where he practiced for two years. 
During this time he devised an instrument 
for cutting urethral strictures, which was 
manufactured and sold by George Tiemann 
and Co. of New York City. 

By this time the excellence of his work 
and his sterling character had attracted the 
attention of Dr. J. J. Cox of High Point, 
who invited him to move to this city. He 
came here in 1891, associating himself with 
Dr. Cox for nearly five years, until Dr. Cox 
retired. On moving to High Point, Dr. Stan- 
ton joined the Methodist Episcopal Church, 
South, *and for about thirty years he has 
been a valued member of the Board of 
Stewards of what is now the Wesley Me- 
morial Church. For the past several years 
he has also been a trustee of this church. 
During his early years in High Point he de- 
vised a fracture box for children which 
proved very successful. 

In May, 1895, Dr. John Wesley Long 
joined Dr. Stanton in partnership. This 
partnership lasted until the following Oc- 
tober, when Dr. Long moved to Salisbury. 
Since then Dr. Stanton has practiced inde- 
pendently, though he has shared his recep- 
tion room with a number of other physicians. 
Drs. T. M. Stanton, J. W. Slate and J. E. 
Slate are now associated with him in the 
Stanton Clinic. 

An active general practitioner of the 
highest standing for fifty-three years, “Dr. 
D. A.’, as we lovingly call him, early de- 
veloped a special interest in surgery. In 1906 
he spent a month in surgery at the Mayo 
Clinic and in 1916 a similar period there 
and at the Cook County Hospital, Chicago, 
under Dr. A. J. Ochsner, Sr. He has also 
done postgraduate work in Philadelphia, 
New York and Boston. 

Dr. Stanton, more than any other man, 
was responsible for the organization of the 
Guilford County Medical Society in 1891, 
and was its first secretary. The Society was 
organized in its present form in 1903, and 
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Dr. Stanton was president in 1906. From 
1907 to 1913 he was Secretary of the Medi- 
cal Society of the State of North Carolina. 
In 1896 he was one of the vice presidents of 
that Society. He was Councilor for the 
Eighth District from 1904 to 1906. From 
1925 to 1931 he was a member of the North 
Carolina State Board of Health. He was 
one of two members of that Board to serve 
on the State Embalmer’s Examining Board. 
He served one year on the State Board of 
Nursing Examiners. 

Dr. Stanton was one of the founders of 
the Junior Order Hospital, which developed 
into the High Point Hospital—now the Bur- 
rus Memorial Hospital. He became Consult- 
ing Surgeon to the Guilford General Hospital 
shortly after the organization of that insti- 
tution, and a few years later was made a 
regular member of the staff. He was High 
Point City Physician from 1921 to 1924. 
Since 1894 he has been local Southern Rail- 
way Surgeon. 

Besides being an Honorary Fellow of this 
Society and of the State Medical Society, 
and a member of the American Medical As- 
sociation, Dr. Stanton is a charter member 
of the Tri-State Medical Society of the Caro- 
linas and Virginia, and served as vice presi- 
dent of that society in the second year of its 
existence, after declining the presidency. He 
is also a member of the Southern Medical 
Association and a Fellow of the American 
College of Surgeons, 

Dr. Stanton was appointed Mayor of High 
Point in 1918 to fill out the unexpired term 
of W. P: Ragan, deceased. He was then 
elected Mayor for the ensuing term of two 
years without opposition, on a non-partisan 
basis. He served at different times a total 
of eight years on the High Point City Coun- 
cil. During his administration as Mayor the 
present magnificent municipal water supply 
of High Point was established, largely 
through his efforts. In this same term of of- 
fice he showed singular wisdom and courage 
during High Point’s first serious labor strike, 
refusing to ask Governor Bickett to send 
militia, in the face of intense pressure de- 
signed to compel him to do so. The strike 
was finally settled without the loss of a single 
life. 

For many years Dr. Stanton was a Direc- 
tor of the old Commercial National Bank 
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and Chairman of its Examining Committee. 
He was also Vice President of the High Point 
Savings and Trust Company and a member 
of its Examining Committee for many years, 
and was one of its directors from the time 
of its organization until 1937. He is now 
President of the High Point Perpetual Build- 
ing and Loan Association, and President and 
Director of Sherrod Shirt and Pajama Com- 
pany. He served eight years on the first 
Board of School Commissioners in High 
Point, and was reappointed on the School 
Board in 1920, since which time he has been 
Treasurer of the Board. During the last 
World War he served as a special examiner 
for the local Draft Board in High Point, 
checking all defects found on the first ex- 
amination of drafted men. 

Few indeed, are the physicians of Guilford 
County who have had as long a career as 
Dr. Stanton; and none has had a life so full 
of many positions of honor and responsibili- 
ty in so many fields. It is as physician, 
counselor and friend that we of the Guilford 
County Medical Society know him best. My 
early professional years spent in association 
with him are among my most treasured 
memories. He was to me what a preceptor 
was to the older generation of physicians 
now past and gone, and his rugged honesty, 
high professional ideals and ever helpful 
spirit have meant more to me than I can 
ever repay. He brought three of our chil- 
dren into the world, and many times gave 
‘unstintingly of his professional skill to the 
members of my family. There are many 
others here who owe him similar debts of 
gratitude. 

I deem it not only an honor and a pleasure, 
but a rare privilege, to bring this testimony 
of appreciation to one who has meant so 
much to us all. In honoring him, we honor 
ourselves. So long as medicine has leaders 
and elder statesmen of the sterling character 
and idealism of Dr. David A. Stanton, she 
will keep the respect and confidence of the 
public. 

Dr. Stanton: In the name of the Guilford 
County Medical Society, I salute you! The 
sunset of your life is aflame with the 
gorgeous colors of a rich full measure of de- 
votion to your fellow men for over half a 
century of medical practice and civic service. 
May that sunset glow for many years yet! 
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INVAGINATION OF THE APPENDIX 
A. HINSON, M. D. 


Rock HILL, S. C. 


Moschowitz" reported a case of intussus- 
ception of the appendix in 1910 and was able 
to find only twenty-four other cases in the 
literature. His patient was a_ forty-two 
vear old male who had had symptoms for 
three and a half months before operation. 
He concluded that the condition was more 
common in the Anglo-Saxon race than 
among others, and that it occurred most 
often in the middle of the first decade of 
life. The pain is intense, cramp-like, and 
localized about the umbilicus. It is remit- 
ting in character, coming in paroxysms 
which are followed by periods of freedom 
from pain. These attacks occur two or three 
times a day, and in most of the cases symp- 
toms had been present for a period ranging 
from a few weeks to several months. The 
condition is often complicated by intussus- 
ception of the colon, and a distinct mass can 
be felt in many cases. There are no diag- 
nostic bowel irregularities. 

Szenes” in 1922 reviewed fifty-five cases, 
which he classified into three groups accord- 
ing to completeness of invagination. 

(1) Invagination of the appendix into it- 

self. 

(2) Complete or partial invagination of 
the appendix into the cecum. 

(3) Involvement of deeper portions of 
the intestine, with invagination of 
the appendix into the cecum. 

The condition occurs most often in healthy 
individuals with good muscular develop- 
ment. Two thirds of the cases were in 
males, and it is especially prevalent during 
the early ages. The appendix is usually 
thickened and edematous. The mucosa at 
the base is usually matted together and 
forms swollen, circular folds. Gangrene is 
rare, even in severe cases. A funnel-shaped 
attachment of the appendix to the cecum ap- 
parently predisposes to invagination. Some 
cases appear to be associated with a deficient 
development of Gerlach’s valves. Szenes 
thought that appendicular muscle contrac- 
tion is the cause of the invagination. He felt 
that precipitating factors are closure of the 
appendiceal opening by a fecalith or plug of 


1. Moschowitz, Alexis V.: Intussusception of the Appendix, 
M. Rec. 78:1087 (December 17) 1910. 

2. Szenes, A.: Invagination of the Appendix, Arch, f. klin. 
Chir. 119:88, 1922. 
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mucus, and protrusion of the mucosa by 
torsion of the appendix, causing acute or 
chronic inflammatory changes. Ascariasis 
plays a part in some cases. 

These cases usually run a long, afebrile 
course. Examination reveals tenderness and 
rigidity in the right lower quadrant. In 
most cases there is invagination of the 
cecum, and only in those cases is a palpable 
mass present. 

Operation is the treatment of choice. The 
appendix is disinvaginated and removed. If 
this can not be effected, a collar of cecum 
is removed along with the appendix. Several 
methods of reduction have been used: 


(1) Incision of the cecum and disinvagi- 
nation of the appendix. 

(2) Incision of the cecum and excision of 
the appendix from within. 

(3) Resection of the cecum and appendix 
en masse. 


Mitchell in 1931 collected approximate- 
ly seventy cases from the literature. 


Report of Case 


D. D., a white male laborer, aged 33, was 
admitted to the hospital on February 4, 
1940, complaining of pain in the right side, 
nausea and vomiting of twenty-four hours’ 
duration. The patient stated that he had 
had cramp-like pains beginning forty-eight 
hours before in the right lower quadrant 
and just to the right of the umbilicus. He 
had had nausea and vomiting for the past 


six hours. Previously he had suffered with 
some gaseous eructations. Bowels had been 
regular. 


Physical examination revealed a well de- 
veloped, well nourished white male. His 
temperature was 98°; pulse, 90; blood pres- 
sure, 130/70. The only abnormal finding 
was tenderness in the right lower quadrant, 
with marked rebound tenderness. No masses 
could be felt. There was no rigidity. No 
hernias were present. 

A urinalysis showed the specific gravity 
to be 1.022; there was an alkaline reaction, 
and a 1 plus reaction for albumin; sugar 
negative; acetone 4 plus; and an occasional 
leukocyte. The red cell count was 4,150,000, 
with 88 per cent hemoglobin. The white 
cell count was 10,500, with 94 per cent poly- 
morphonuclears, and 6 lymphocytes. A Kahn 
test was negative. 


8. Mitchell, E, W.: Intussusception of the Appendix, Canad. 
M. A, J. 25:194 (August) 1981, 
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Pre-operative diagnosis: Acute appendi- 
citis. 

Operation was performed under spinal 
anesthesia. The abdomen was opened with 
a McBurney incision. There was a tre- 
mendous amount of edema of the cecal wall, 
which in places was from 1 to 1% inches 
thick. There was massive involvement of 
the pericecal fat. About one-fourth inch of 
the tip of the appendix protruded from a 
large, inflammatory mass which consisted of 
an appendix partially intussuscepted into the 
cecum. The protruding portion of the ap- 
pendix was very tense, and there was 
marked induration of its mesentery. As at- 
tempts to reduce the intussusception were 
unsuccessful, a radial incision was made into 
the cecum and the appendix removed. There 
was a small perforation due to gangrene in 
the tip of the intussusception. The mesen- 
tery of the cecum and lower ileum was ex- 
tremely long, so that the entire procedure 
could be performed extra-abdominally with- 
out soiling the peritoneum. 

The postoperative course was uneventful 
except for a temperature of 103 on the third 
day, which promptly subsided. The patient 
was discharged as cured on February 15, 
1940, eleven days after the operation. 

Pathological examination: Grossly the ap- 
pendix, with an attached margin of cecum, 
showed three very definite indentations on 
its outer wall, due to the pressure of the 
collar of cecum around the appendix and to 
pressure at the head of the invaginating 
mass. 

Microscopically there was widespread 
edema with an infiltration of polymorpho- 
nuclear leukocytes. At the head of the in- 
tussusception there was necrosis and granu- 
lation. There was marked fragmentation 
of the muscle wall, undoubtedly due to edema 
with a loss of normal architecture. 

Discussion: This is a case of partial in- 
vagination of the appendix into the cecum, 
complicated by an acute, suppurative ap- 
pendicitis with gangrene and perforation at 
one point. The history in this case was not 
typical of appendicitis, but quite suggestive. 
No mass was palpated before operation. 
The smooth postoperative course was ap- 
parently due to the fact that the entire op- 
erative procedure was carried on outside the 
abdominal cavity, so that there was no soil- 
ing of the peritoneum. 
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Jury, 1940 
THE A. M. A. MEETING 

The ninety-first annual session of the 
American Medical Association was held in 
New York City June 10-14. Since most sub- 
scribers of the NORTH CAROLINA MEDICAL 
JOURNAL have the opportunity of reading a 
full account of this meeting in the Journal 
of the A. M. A., any attempt to report it 
here would be superfluous. Moreover, it is 
so varied in its scope that only the well or- 
ganized and well trained journalistic staff 
of the Association can report it in its en- 
tirety. Because of its great importance, 
however, it is in order to give in this journal 
some general impressions of the 1940 meet- 
ing. 

The enrollment exceeded by far all pre- 
vious records, with a total registration of 
12,864. While the added attraction of the 
World’s Fair doubtless increased the attend- 
ance, the crowded scientific meetings, section 
meetings, and scientific exhibits, the close 
attention paid, and the intelligent questions 
asked in the discussions showed that a ma- 
jority of those present were there because 
they wanted to learn something. The very 
full attendance upon the meetings of the 
House of Delegates indicated that its mem- 
bers took their responsibility seriously. 
One could not fail to be impressed by the 
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efficiency and the cordiality of the New York 
Committee on Arrangements. With meticu- 
lous care every detail had been arranged 
for the meeting, and members of this com- 
mittee were everywhere ready to give a help- 
ing hand where it was needed. 

New York is badly handicapped as a con- 
vention city—certainly when it undertakes 
to entertain a convention as large as this 
one—by its lack of a suitable building, with 
a central auditorium capable of seating sev- 
eral thousand for the opening general meet- 
ing, with assembly rooms for the principal 
sections at least, and with ample space for 
registration and for both scientific and com- 
mercial exhibits on not more than two floor 
levels. In spite of this handicap, however, 
the superb hospitality of the New York doc- 
tors made such a profound impression that 
their cordial invitation to return in 1944 will 
doubtless be seriously considered. 

Anyone attending his first meeting of the 
A. M. A. is apt to get the impression that 
the convention is so huge as to be unwieldy; 
but it is so well planned that he soon be- 
comes oriented. The session formally opened 
on Tuesday night, when Dr. Rock Sleyster 
turned over the President’s gavel to Dr. 
Nathan B. Van Etten, who then gave his 
inaugural address on “Better Health for 
America”. An hour’s preliminary concert 
of really beautiful music was rendered by 
the Doctors’ Orchestral Society of New 
York. Dr. Van Etten’s address is given— 
and deserves—first place in the Journal of 
the A. M. A. for June 15. 

Before the formal opening, however, gen- 
eral scientific meetings were held in the 
Grand Ballroom of the Waldorf-Astoria on 
Monday and Tuesday, and in the Commodore 
Hotel on Tuesday. From Tuesday through 
Friday the fifteen sections of the Associa- 
tion held their meetings in various hotels of 
the city. In these sessions formal papers 
were read and discussed. The scientific and 
commercial exhibits were held in the Grand 
Central Palace. The doctor who wants to 
get the most good from the session as a 
whole had best spend most of his time in 
the scientific exhibits, where he can talk 
freely and informally with men who are 
recognized authorities in their fields, and 
who have gone to much trouble and expense 
to give graphically the results of months or 
years of patient research, The papers can 
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be found later in the Journal of the A. M. A.., 
but the exhibits can not. 

The commercial exhibits are also well 
worth some time. Here the very latest in 
books, in instruments, and in biological and 
chemical preparations are on display. 

The House of Delegates had a busy but 
unusually harmonious series of meetings. 
The amount of business dispatched by this 
body is really amazing—especially in view 
of the absolutely democratic methods that 
prevail. This body is a living refutation of 
the often-heard statement that democracy 
and efficiency are incompatible. Following 
the address of Speaker H. H. Shoulders on 
Monday morning, the President and the 
President-Elect each addressed the House. 
Then the Secretary, the Board of Trustees, 
the Treasurer, and the “Standing and Special 
Committees” gave their reports. After this, 
various resolutions were introduced as new 
business. ~The House adjourned until next 
morning, in order to give the Reference 
Committees time to function. 

The Tuesday morning and afternoon meet- 
ings were given over chiefly to the reports 
of the Reference Committees. The most im- 
portant action taken, and the one that over- 
shadowed all others in interest, was the 
adoption of a resolution pledging the re- 
sources of the A. M. A. to the Federal gov- 
ernment for national defense. A committee 
consisting of ten members of the House and 
five ex officio members from the A. M. A. 
officials was appointed, with Dr. Irvin Abell 
as chairman, to cooperate with the proper 
authorities of the federal government in 
carrying out the purpose of this resolution. 

The election of officers, held at the final 
meeting on Thursday afternoon, was re- 
markable for its harmony. There was not 
a single contest, every candidate nominated 
being elected by acclamation. Dr. Frank 
Lahey, of Boston, was made President-Elect ; 
Dr. Parke G. Smith, of Cincinnati, Vice- 
President; and Dr. William F. Braasch, of 
Minneapolis, member of the Board of Trus- 
tees to succeed the late Dr. Charles B. 
Wright. Dr. Herman G. Weiskotten, of 
Syracuse, was elected to the Council on 
Medical Education and Hospitals, to succeed 
Dr. Lahey. The only balloting necessary 
was to select the place of meeting for 1943. 
San Francisco, St, Louis, and Detroit all ex- 
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tended invitations, but San Francisco was 
chosen. Cleveland and Atlantic City have 
already been selected for 1941 and 1942 re- 
spectively. 

North Carolina was allotted a third dele- 
gate for the next three years. Four states 
gained a delegate and four lost one this year. 
Because the membership of the A. M. A. has 
increased to more than 117,000, and because 
the constitution allows the House only 175 
members, it was necessary to raise the ratio 
of state membership per delegate. Accord- 
ingly, the Apportionment Committee, headed 
by Dr. A. T. MeCormack, of Kentucky, 
agreed to allow one delegate for each 950 
members, or fraction thereof. North Caro- 
lina’s membership for 1939 was recorded as 
1867. 

The predominant impression that most of 
us carried away from the meetings was that 
of the absolute solidarity of the American 
Medical Association. This feeling of unity 
pervaded the atmosphere like the theme of 
a symphony. The persecution endured for 
more than five years by the doctors of 
America has brought them together as noth- 
ing else could have done. 


DR. PAUL McCAIN HONORED 


Last month this journal recorded with 
pride the award of the Kober medal to Dr. 
William MacNider. This month-it takes just 
as much pride in pointing to another signal 
honor bestowed upon a North Carolina phy- 
sician. Dr. Paul McCain, Superintendent of 
the North Carolina Tuberculosis Sanatorium, 
was elected President of the National Tuber- 
culosis Association at its annual meeting in 
Cleveland, June 3-7. One who was present 
related that the most gratifying feature of 
Dr. McCain’s selection was the fact that it 
came absolutely without any political pres- 
sure, aS a spontaneous recognition of his 
great ability. That was the manner of his 
selection as President of the Medical Society 
of the State of North Carolina. Those who 
know him best know that he would not have 
had it otherwise. 

Among North Carolina doctors Dr. Me- 
Cain is frequently referred to as the best 
loved doctor in the state. His friends, both 
medical and non-medical, are happy to have 


his sterling worth recognized by those who 
are best fitted to pass judgment on his merit. 
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THE A. M. A. AND THE FEDERAL 
GOVERNMENT 


At the New York meeting last month, the 
House of Delegates of the American Medical 
Association unanimously adopted a resolu- 
tion pledging the full cooperation of the or- 
ganization to the Federal Government and 
creating a committee “‘to make available at 
the earliest possible moment every facility 
that the American Medical Association can 
offer for the health and safety of the Ameri- 
can people and the maintenance of American 
democracy.” 

Accustomed as physicians are to answer- 
ing the call of duty whenever it comes, with- 
out pausing to consider the past conduct of 
the one in need, it was quite natural for this 
action to be taken. However, one cannot 
help wondering if, when the Federal Govern- 
ment accepts this offer and invites the Com- 
mittee for a conference, it may not feel a 
little embarrassed to find that several of the 
fifteen Committee members have been in- 
dicted by the Government’s Department of 
Justice. Will the Federal Government care 
to confer with men charged with the com- 
mitment of a crime? lf the suit now pend- 
ing against them is won by the Arnold 
henchmen, will the Government give them a 
suspended sentence for the duration of Hit- 
ler’s war? 

Another thought that will not down: If 
the United States gets into the present 
World War it will be to defend the freedom 
of the individual against the tyranny of the 
totalitarian state; and the socialization of 
medicine has been the entering wedge for 
totalitarianism in Germany and Russia. 


THANKS TO INDIANA 


The editorial, ““As Others See Us’, in the 
May issue of this magazine, was not intended 
to include all the welcoming messages car- 
ried by other state journals. One greeting 
that was inadvertently omitted, however, 
meant so much that it is reproduced in part 
now. It appeared in the March issue of the 
Journal of the Indiana State Medical Asso- 
ciation, of which Dr. E. M. Shanklin is the 
capable editor, and Miss Hope Toman the 
very observant assistant editor. To our In- 
diana friends the NORTH CAROLINA MEDICAL 
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JOURNAL extends its thanks and apprecia- 
tion, as sincere and heartfelt as they are 
belated, for the following words of welcome: 
“Volume 1, Number 1 of the North Caro- 
lina Medical Journal came to our desk on 
schedule time in January. This latest addi- 
tion to the long list of state medical maga- 
zines shows much promise. The first num- 
ber is of good size and carries ten original 
articles and three case reports. The publi- 
cation is under the direction of an editorial 
board of seven members with Dr. Wingate 
M. Johnson, of Winston-Salem, as editor... 
The magazine is well printed on an excellent 
quality of paper and presents a pleasing ap- 
pearance. We welcome this new member of 
our growing family and feel assured that 
. it will assume a responsible place in 
American medical literature.” 


DR. DAVID RIESMAN 


The hearts of many doctors in North Car- 
olina, and in perhaps every state in the 
Union, were saddened by the brief message 
sent out from Philadelphia on June 3: “Dr. 
Riesman died this morning.” Those privi- 
leged to have had Dr. Riesman as a teacher 
—whether they were students, interns, or 
residents—feel a personal loss. It is hard 
to imagine a hospital chief more nearly ideal 
than he. Always courteous, always patient, 
he treated his interns and residents as pro- 
fessional equals. They were expected to ex- 
amine patients as soon as possible after ad- 
mission, to make diagnoses, and to outline 
treatments. When Dr. Riesman made rounds, 
he would point out mistakes with the same 
tact he would use in a consuitation. Treat- 
ments were not changed unless necessary, 
and then by suggestion rather than com- 
mand. 

After they left the shelter of the hospital 
and began practice for themselves, numbers 
of Dr. Riesman’s “boys” formed the habit 
of writing him or calling on him in person 
for advice about patients, or about their per- 
sonal problems. Few would think of revisit- 
ing Philadelphia without seeing him. 

It is unnecessary to recount his profes- 
sional attainments. His record is too well 
known. These few words are merely an ef- 
fort to pay tribute to the warm human per- 
sonality of the man, David Riesman. 
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CASE REPORTS 


MIDDLE MENINGEAL HEMORRHAGE 
Case Report 


PAUL MCBEE, M. D. 
MARION 


Fractures of the cranium, in so far as the 
bone injury is concerned, are not usually im- 
portant, but the immediate or remote results 
upon the cranial contents may be devastat- 
ing. We should never lose sight of the fact 
also that very grave injuries to the brain 
and meninges may be inflicted without any 
sort of fracture and often by apparently 
trivial accidents which may not even be 
severe enough to produce unconsciousness at 
the time. ~ 

The treatment of most patients with acute 
head injuries should be conservative. Only 
a few require surgery, and none of them 
should be operated upon while they are in 
shock, except as it may be necessary to con- 
trol severe bleeding. 

This paper is intended to present a specific 
type of acute head injury and to report one 
case in point. 

The middle meningeal artery is the most 
frequent source of extra-dural hemorrhage. 
It is a branch of the internal maxillary and 
enters the cranium through the foramen 
spinosum. This artery lies between the skull 
and the dura. It is lodged in bony grooves 
and is adherent to the dura. It is easily 
torn by direct or by indirect force, with or 
without a fracture of the skull. The thin- 
ness of the bone at this point predisposes 
to this injury, and the loose attachment of 
the dura permits the formation of a large 
clot rather quickly. 

The three most characteristic symptoms 
of middle meningeal hemorrhage are: (1) 
dilatation of the pupil upon the side of the 
hemorrhage; (2) a gradual onset of coma, 
either with or without an early lucid inter- 
val; and (3) the presence of signs of motor 
weakness on that side of the body opposite 
the dilated pupil. Dilatation of the pupil on 
the side of the hemorrhage has not been 
stressed sufficiently... The enlarging hema- 
toma gradually dissects its way between the 
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dura and the bone, and extends forward and 
medially into the middle fossa, where it 
makes pressure upon the oculomotor nerve. 

A fracture line extending across the 
groove which lodges the middle meningeal 
artery would help establish the diagnosis. 
These patients usually do not have severe 
primary injuries, and they are not usually 
in shock. 


Case Report 


A boy fifteen years old was admitted to 
the McBee Clinic on April 4, 1939, at 8:00 
p.m. He complained of headache, nausea 
and vomiting. He was rational, his vision 
was good, his memory excellent, and his re- 
flexes normal. He stated that at 5:00 p.m. 
of the same day, while he was playing with 
another boy ten years old, the smaller boy 
became angry and threw a rock which struck 
him in the right temple. The force of the 
blow was not sufficient to knock him down. 
He walked about a hundred yards to his 
home and went to bed. After about two 
hours he became nauseated and his parents 
brought him to the hospital. 

Antero-posterior and bilateral x-rays 
failed to show any skull fracture. Hospitali- 
zation was advised for observation and the 
patient put to bed. The night nurse was in- 
structed to watch for unusual restlessness, 
loss of consciousness, changes in the pupils, 
or paralysis. At 2:00 a.m. she called me 
and reported that the patient had become 
comatose, had suffered three light convul- 
sions, and that the left arm and leg appeared 
to move very poorly when he stirred about 
in bed. She also reported that the right 
pupil had become widely dilated. I confirmed 
all of her findings and found that there was 
almost complete paralysis of the left arm 
and leg. I made a diagnosis of middle men- 
ingeal hemorrhage on the right side and in- 
formed the patient’s father and mother that 
an immediate operation would be necessary. 

Under local and evipal anesthesia a tre- 
phine opening was made through the skull 
just above the middle of the right zygoma. 
As soon as the button of bone was raised a 
clot bulged through the opening. This tre- 
phine opening was enlarged by taking bites 
with a rongeur until a good view of the 
middle fossa could be obtained. The clot 
was gently removed and the middle men- 
ingeal artery was secured by means of a 
suture ligature of fine catgut just above the 


: 


foramen spinosum. Additional ligation of 
the branches of the artery at five points 
distally was necessary to control reflux bleed- 
ing, since these branches had been torn 
across. (All this damage was done without 
a fracture and without even knocking the 
patient down.) The scalp incision was closed 
by layers and the patient put back to bed. 

The partial paralysis of the left arm and 
leg cleared up almost immediately. The pa- 
tient made a nice recovery and left the hos- 
pital on the seventh day. He is perfectly 
well at the present time. 


CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 


Mr. R. J. W., a white male, forty-four 
years old, was admitted to the hospital on 
April 19, 1940, complaining of asthma. 

The patient’s present illness began four 
vears ago. Previous to this he had been in 
good health. At this time he began to have 
attacks of what he called asthma. This was 
apparently quite severe, and during this 
period of four years he had lost sixty to 
seventy pounds in weight. He got along 
fairly well until three months before ad- 
mission when “his heart gave out’ and 
nothing that he did would give him relief. 
His family history was not contributory. 

Physical examination revealed ex- 
tremely emaciated man who appeared very 
ill. The veins of the arms, neck, legs and 
abdomen were extremely engorged, and the 
venous pressure was estimated to be 30-40 
cm. of water. This was estimated by ele- 
vating the patient’s arms above his heart, 
and noting when the veins collapsed. His 
chest showed a moderate increase in an- 
terior-posterior diameter. Hoover’s sign— 
retraction of the lower costal margins on 
inspiration—was present. His chest was 
hyper-resonant throughout and the breath 
sounds asthmatic. The blood pressure was 
110 systolic and 80 diastolic; the pulse 140 
and regular. There was moderate enlarge- 
ment of the heart to the right but none to 
the left. No murmurs were present. The 
liver was felt well beyond the costal margin, 


but was not considered enlarged. No edema 
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was present and no fluid was detected in 
the abdomen or pleural cavities. There was 
marked cyanosis of the skin and finger nails. 
There was great expiratory difficulty. No 
laboratory work was done on this patient. 
The temperature on admission was 101.6°F., 
the respirations 36, and the pulse, 126. Two 
hundred cubic centimeters of blood were 
withdrawn from a vein immediately after 
the patient was admitted. Soon after ad- 
mission the patient’s respirations became 
shallow and gasping, his pulse imperceptible 
and his heart sounds extremely weak and 
so fast that they could not be counted. 
Shortly before death his blood pressure fell 
to 30, systolic, and no diastolic reading could 
be obtained. 


Clinical Discussion 


This patient presents a history of asthma 
for four years and a history of inadequate 


heart action for the past three months. 
When he was seen in the hospital the most 


outstanding things were the cyanosis, re- 


spiratory difficulty and the extreme engorge- 
ment of the veins. Hoover’s sign indicates 


depression of the domes of the diaphragm 


and is a common finding in severe emphy- 
sema. I think the interpretation of the 


clinical findings in this case is relatively 
easy. We may consider that the patient had 
asthma with fibrosis of the capillary pul- 
monary bed and resulting right heart failure 
due to the increased resistance through the 
pulmonary circulation. The right heart 
failure is definitely indicated by the cyanosis 
and the marked venous engorgement of the 
peripheral vessels. My diagnosis therefore 
is! 

Asthma 

Cor pulmonalis 

Right heart failure 


Question by Dr. A.: Did this patient 
have an asthma of the type that we usually 


associate with hay fever, and develop his 
emphysema and right heart failure follow- 


ing this, or was the asthma secondary to a 
chronic pulmonary emphysema? 


Answer: This patient had asthma, but 1 


don’t believe it is the type that would be 
associated with spasm of the smooth muscle 
of the bronchioles, eosinophilia and so on. 
I think that the primary lesion in the lungs 
was a diffuse fibrosis of the capillary bed. 
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Clinical Diagnosis 


1. Asthma 
2. Heart failure 
3. Cor pulmonalis 


Post-Mortem Diagnosis 
Hyperthrophy and dilatation of right 


side of heart 

Cor pulmonalis 

Chronic pulmonary emphysema 

Severe passive congestion of lungs, liver 
and spleen 

Edema of lungs 

Coronary sclerosis 

Cirrhosis of liver 


Pathological Discussion 


At autopsy the findings were much as 
have been indicated in the clinical presenta- 
tion of the-case. There was a moderate in- 
crease in the anterior-posterior diameter of 
the chest and there was a marked emphy- 
sema in the lungs, which in the apices of 
the upper lobes was bullous in type. The 
domes of the diaphragm were markedly de- 
pressed, the right being at the sixth inter- 
space in the midclavicular line and the left 
at the seventh rib. The heart weighed 340 
grams. The left ventricle was 18 mm. in 
thickness, which is approximately normal, 
but the right ventricle was 6 mm. thick, 
which is at least twice normal. The right 
ventricle was greatly dilated, so that the 
hypertrophy of the right ventricle is greater 
than that indicated by the measurement of 
the thickness of the muscle. There was a 
moderate degree of coronary sclerosis with 
only a moderate reduction in size of the 
lumina of the main vessels. There was no 
scarring of the heart muscle. The liver was 
not enlarged, and its presence in the abdo- 
men was due to its being pressed downward 
by the greatly enlarged lung. The liver 
was yellowish-brown and grossly nodular, 
and the section showed a typical atrophic 
cirrhosis. The other organs were not un- 
usual. Microscopic sections of the lung 
showed a very severe emphysema with de- 
struction of a large number of the alveolar 
walls and marked thinning of the remaining 
ones. The bronchi did not show the changes 
usually found in asthma, which are a hyper- 
trophy of the entire thickness of the muscu- 
Jar walls and cellular infiltration, with mono- 
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nuclear eosinophils prominent. There was, 
however, a mild catarrhal bronchitis which 
is quite common in chronic pulmonary em- 
physema. This is the type of emphysema 
which is observed in persons with chronic 
bronchitis, asthma, chronic pulmonary tu- 
berculosis, and in workers in irritant dusts 
and gasses. However, it is not more com- 
mon in glass blowers and wind instrument 
players than in the general population”. It 
may also result from obstruction in the nose 
and upper respiratory- tract and may occur 
in association with kyphosis and large abdo- 
minal tumors. It occurs most commonly in 
middle-aged males. It is to be differentiated 
from the small lung type of emphysema oc- 
curring in aged individuals and due pri- 
marily to senile atrophy of the alveolar 
walls. The etiology of the emphysema in 
the present case is not apparent either from 
the history or from the autopsy findings. 

In summary, this patient had a severe 
chronic pulmonary emphysema which in- 
terfered with the pulmonary circulation. 
This resulted in hypertrophy of the right 
heart and eventually in right heart failure 
with the clinical picture of extreme cyanosis 
and venous congestion. The cirrhosis of the 
liver is not related to the pulmonary emphy- 
sema. 


1. Loeschke, H.: Storungen des Luftgehalts (of the Lungs), 
in Henke, F.. and Lubarsch, O.: Handbuch der speziellen 
pathologischen Anatomie, etc., Berlin, 1928, vol. 3, p. 599. 

INTUSSUSCEPTION 


W. E. KEITErR, M.D. 
KINSTON 


Intussusception is so infrequent that even 
among those of us who limit our work to 
infants and children several years may elapse 
between cases. The following case is re- 
ported because it demonstrates the advan- 
tages of prompt recognition of this pediatric 
emergency and the consequent application 
of conservative treatment. 

H. M., a white male, aged nineteen months, 
was brought into the office of Drs. F. W. 
Carroll and Earl Dawson of Hookerton, 
N. C., on March 20, 1940, with the following 
history: 

About twenty minutes earlier the child had 
been seized with a severe pain in the abdo- 
men, doubling him up. He vomited prompt- 
ly and became very pale, breaking out into 
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a cold sweat. He was prostrated and limp. 


The parents rushed him to the doctors’ of- 
fice. 
When first examined by them he was ob- 


viously quite shocked. The abdomen was 
flat and soft. A tumor was visible in the 
right lower quadrant. On palpation the 


tumor was found to be sausage-shaped and 
about 4 by 8 cm., hard in consistency, quite 
tender, slightly mobile and apparently at- 
tached to the posterior abdominal wall. 
Drs. Carroll and Dawson agreed on a diag- 
nosis of intussusception and sent the child 
to the Memorial General Hospital. He was 
in our care probably within an hour of the 
onset. Our findings were identical with those 
above, and we attempted to reduce the in- 
tussusception with a barium enema. The re- 
port of the roentgenologist was as follows: 


“Except for considerable redundancy of the 
large bowel in the region of the sigmoid, the 
roentgen examination of the’ colon by the 
barium enema disclosed no evidence of any . 


abnormality distal to the hepatic flexure. At 


this point the progress of the enema was 


abruptly stopped and the appearance of an 
inverted cupola was seen for a short interval. 


The point at which the barium flow was in- 
terrupted coincided with the mass that could 


be palpated clinically. With a little more 
distension of the bowel there was a sudden 
relaxation and passage of the barium into the 
ascending colon. Practically at the same time 
there was relaxation of the anal sphincter and 


the greater part of the barium in the distal 
bowel was evacuated. It was noted at once 


that when the obstruction was released and 
barium entered the ascending colon, the pal- 


pable mass disappeared. 


“Conclusions: The fluoroscopic examination 
of the large bowel shows typical findings of 


intussusception and reduction thereof during 
the period of examination. 


L. W. Oehlbeck, M.D.” 


Following reduction the child was relieved 
of all discomfort, and his appearance changed 
accordingly. He was kept in the hospital 
over night for observation and took liquids 
freely. He was discharged the next morn- 


ing, apparently well. 


(While Dr. Keiter and his colleagues are to be 
congratulated upon their prompt recognition and 
relief of this serious emergency, it should be re- 
membered that such dramatic response to an enema 
is not usual. The consensus of pediatric opinion is 
that surgery is the treatment of choice in most 
cases of intussusception that persist for more than 
a few hours.—Ed.) 
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PRESIDENT’S MESSAGE 


The period of Idealism in our national 
affairs and in our relationship with other 
nations of the world has come to an acute 
crisis. We are faced with an era of stark 
Realism, with the grim specter of war not 
beyond the bounds of our horizon. 

The President, the Council, and the offi- 
cials of our national organization, the Amer- 
ican Medical Association, ask that we as a 
constituent unit of this society start the 
formation of a medical preparedness pro- 
gram. The first step is the appointment of 
a chairman to whom will be delegated au- 
thority to plan for a general organization of 
our profession for military, naval, public 
health, and general medical service. It 
seems appropriate that the President of our 
State Medical Council, who under our char- 
ter is the President-Elect of the State Med- 
ical Society, should be asked to serve in this 
capacity. Dr. Webb Griffith, President- 
Elect, will be asked to lend his energy, 
strength, and organizing ability to this task. 

The same spirit which actuated our peo- 
ple in 1776 to join in with twelve other col- 
onies in the defense of their liberties is alive 
today. Our great opportunities in life today 
are founded on their sacrifices. History 
teaches us that the bitter humiliation of de- 
feat comes to those who are not prepared to 
meet the aggressor. Maps of the world are 
being changed, history is being made, na- 
tions are being enslaved, and what we like 
to call the culture and civilization of a thou- 
sand years of man’s best physical and intel- 
lectual effort are being destroyed by a des- 
potic Nazi dictator. Should we not indi- 
vidually and collectively take stock as to how 
we may best serve our country in this crisis, 
which may reach our shores at an early 
date? 

Organization under the leadership of an 
able man will coordinate our efforts so that 
we may be a potent unit in the prepared- 
ness program for the defense of our homes, 


our lives, and our liberty. 
HUBERT B. HAYwoop, M.D. 
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NEws NOTES FROM THE MEDICAL SCHOOL OF 
THE UNIVERSITY OF NORTH CAROLINA 


The Board of Trustees of the University of North 
Carolina at its June meeting unanimously approved 
the change in status of the Division of Public Health 
to a School of Public Health, with Dr. Milton J. 
Rosenau as the first Dean of the School. 

The School of Public Health of the University of 
North Carolina has entered into a cooperative ar- 
rangement whereby members of its faculty will teach 
public health and preventive medicine at the Bow- 
man Gray School of Medicine of Wake Forest Col- 
lege in Winston-Salem, beginning in 1942. 

Dr. W. C. George has been made Head of the 

Department of Anatomy, succeeding the late Dr. 


C. S. Mangum. 
* * 


Dr. C. D. Van Cleave, formerly of the Department 
of Anatomy at Cornell University School of Medi- 
cine, has been appointed Assistant Professor of 
Anatomy, beginning September 1, 1940. 

* * 


* * 


Dr. Wm. deB. MacNider has resigned as Dean of 
the Medical School in order to devote his time to 
research and teaching. His resignation becomes ef- 
fective July 1. Dr. W. R. Berryhill, Assistant Dean 


for the past two years, will be Acting Dean of the 
School until a permanent dean is selected. 


NEWS NOTES FROM DUKE UNIVERSITY 
SCHOOL OF MEDICINE AND DUKE UNIVERSITY 
SCHOOL OF NURSING 


On May 23, Dr. Mark V. Ziegler. Assistant Sur- 
geon, U. S. Public Health Service, lectured to the 
students on “Opportunities in the Public Health 


Service”. 


In the autumn quarter, 1939, the Duke Medical 
Historical Society was organized by the students of 
the School of Medicine, with eighteen members. 
Meetings are held every two weeks and, at each 
meeting, one of the members, or a guest speaker, 
discusses some phase of medical history. 

* * 


At the Commencement exercises, held June 3, 
there were fifty-eight candidates for the degree of 
Doctor of Medicine, five for the degree of Bachelor 
of Science in Medicine, twenty-one for the diploma 
in Nursing, and nineteen for the degree of Bachelor 
of Science in Nursing. The following seniors in the 
School of Medicine were elected to Alpha Omega 
Alpha Honorary Fraternity: I. W. Brown, Jr., R. 
Brown, J. W. Kelley, G. H. Kostant, R. W. Rundles 
and W. L. Venning, Jr. The following seniors in 
the School of Nursing received Honors: Margaret 
Allan, Carl D. Bryant, Antoinette G. Makely and 
Elizabeth H. Wilkinson. James W. Kelley, recom- 
mended by the Department of Surgery, received a 
year’s subscription to Surgery, and H. Grant Tay- 
lor, recommended by the Department of Pediatrics, 
received a year’s subscription to the Journal of 
Pediatrics, as scholarship awards from The C. V. 
Mosby Company. 


BUNCOMBE COUNTY MEDICAL SOCIETY 


At the first June meeting of the Buncombe County 
Medical Society, held on June 3, Dr. George F. 
Baier, Jr., read a paper entitled “Why the Coro- 
ner?” On June 17 Dr. Otto Billig spoke on “In- 
sulin Shock and Sub-Shock Treatment in Mental 
Disease”, 
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CALDWELL COUNTY MEDICAL SOCIETY 


The Caldwell County Medical Society held a din- 
ner meeting at the Carlheim Hotel Wednesday 
evening, May 29, at 7:00 p.m., with Dr. F. M. Dula 
as host. After dinner a business meeting was held, 
ard following this a short program was presented. 
Dr. C. R. Hedrick, delegate to the State Society 
meeting, gave his report, and two films were shown. 
These films, “The Biology of Conception” and “The 
Mechanism of Contraception”, were obtained from 
the Birth Control Federation of America, and were 
very scientific and instructive. 

Douglas Hamer, M. D., 


Secretary. 


FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society met at the 
City Memorial Hospital, Winston-Salem, on June 
18. Dr. John Elliott of Salisbury spoke on “The 
Use of Plasma as a Substitute for Whole Blood”, 


MECKLENBURG COUNTY MEDICAL SOCIETY 
The Mecklenburg County Medical Society held 


its last meeting of the summer on June 4. Dr. J. 
Stuart Gaul gave a paper on “Conditions of the Hip 
Joint”, and Dr. Elias Faison spoke on “The Jewish 


Race and Its Health History”, 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 
Dr. Paul P. McCain was elected President of the 


National Tuberculosis Association at its annual 
meeting in Cleveland, June 3-7. This is the highest 
honor to be accorded in the nation in the field of 
tuberculosis, and it comes in recognition of the dis- 
t'nguished services of Dr. McCain. 
Walter S. Page, Jr., will serve the North Carolina 
Tuberculosis Association as field worker beginning 
July 1. 
Fourteen North Carolinians attended the _joint 
meeting of the National Tuberculosis Association 
and the American Trudeau Society. They were: 
Dr. Paul McCain and Dr. F. T. Harper, State Sana- 
torium; Dr. and Mrs. R. L. Carlton, Winston-Salem; 
Dr. and Mrs. P. A. Yoder and Dr. Florence J. Cough- 
lin, Forsyth County Sanatorium; Dr. Paul Ringer, 
Asheville; Dr. S. M. Bittinger and Dr. H. E. Wood, 
Western North Carolina Sanatorium; Dr. H. L. 
Seay, Mecklenburg County Sanatorium; Dr. M. D. 
Bonner, Guilford County Sanatorium; Dr. David T. 
Smith, Duke University; and Frank W. Webster, 
Winston-Salem. 
The meeting of the Southern Tuberculosis Con- 
ference will be held in Monroe, La., on October 21, 
22, and 23. 
* 


Dr. Charles E. Lyght, Chairman of the Tuber- 
culosis Committee of the American Student Health 
Association, reports a gradual but steady increase 
in institutions participating in tuberculosis case- 
finding. In 1938-39 the number of schools with 
such a program was 165, while during the preceding 
year there were only 133 schools. 

* * * 


Dr. Philip P. Jacobs, Director of Personnel Train- 
ing and Publications of the National Tuberculosis 
Association, and a pioneer in the field of health edu- 
cation, died on June 12, at the age of 61. 
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NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


There were 32,471 babies born in North Carolina 
during the first five months of 1940, which was 712 
more than were born during the corresponding pe- 
riod in 1939, and 18,049 in excess of the 14,422 
deaths reported so far during the present year. 

Deaths through May, this year, numbered 812 
more than the 13,610 reported for the correspond- 
ing period of 1939. : 

Through May, 1940, there were 2,075 deaths in 
Nerth Carolina among children under a year old, 
compared with 1,926 the first five months of 1939, 
while the total number of maternal deaths was 188, 
just 19 more than occurred during the correspond- 
ing period in 1939. 

Deaths from preventable accidents—543—num- 
bered just 20 more than the 523 through May, 1939. 
The 1940 homicide total is five more than the 1939 
total, so far. 

Suicides are up in 1940, with 141 as compared 
with 115 the corresponding period in 1939. 


SYMPOSIUM ON OBSTETRICS AND PEDIATRICS 


‘vmposium on obstretrics and pediatrics, spon- 
vy the Maternal and Child Health Service of 
_ve Board of Health and the Postgraduate 

ittee of the North Carolina Medical Society, 

at Roaring Gap, June 16 and 17. The 
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PAN-AMERICAN CONGRESS OF 
OPHTHALMOLOGY 


Plans for a Pan-American Congress of Ophthal- 
mology to be held at the Hotel Cleveland, Cleveland, 
Ohio, October 11-12, have been announced. 

The congress will be sponsored by the American 
Academy of Ophthalmology and Otolaryngology, an 
organization of more than 2,500 specialists in dis- 
eases of the eye, ear, nose and throat, which will 
hold its annual convention immediately preceding 
the Pan-American gathering. 

The U. S. Department of State has expressed its 
interest and the governments of all the countries 
of the Western Hemisphere have been invited to 
send official delegates. It is felt that the meeting 
will do much toward Bringing about an entente 
cordiale among scientific men of the two Americas, 
and it is expected that a permanent organization 
will be effected. 

The committee that is develoning the congress 
has the following members: Drs. Harry Gradle, 
Chicago; Conrad Berens, New York, and Moacyr E. 
Alvaro, Sao Paulo, Brazil. The executive secretarv 
of the American Academy of Ophthalmology, 
Otolaryngology, which will be host to the '8 
American eye specialists, is Dr. William P. We 
1500 Medical Arts Building, Omaha, Nebraska. 

Under the direction of Dr. Berens, pa 
Spanish or Portuguese wi made understandable 


ping program was presented: 

> Evening Session—June 16—8 P. M. 

Dr. Wilburt C. Davison, Durham, Presiding 
“Prematurity”’—Dr. Julius H. Hess, Chicago 
“Albatio Placentae’—Dr. Bayard Carter, Durham 

Morning Session—June 17—9 A. M. 


Dr. Leroy J. Butler, Winston-Salem, Presiding 


“Diarrhea”—Dr. J. Labruce Ward, Asheville 

“Pelvimetry”—Dr. W. Z. Bradford, Charlotte 

“Preventive Pediatrics’—Dr. George W. Kutscher, 
Asheville 

“Placenta Previa”—Dr. T. Leslie Lee, Kinston 


Afternoon Session—June 17—2 P. M. 


Dr. Paul W. Johnson, Winston-Salem, Presiding 
“Bronchiectasis in Childhood”—Dr. Julius H. Hess, 


Chicago 

“Toxemia of Pregnancy” — Dr. W. Z. Bradford, 
Charlotte 

“Infant Feeding’—Dr. Leroy J. Butler, Winston- 
Salem 

“Caesarean Section”—Dr. T. Leslie Lee, Kinston 


Troy, N. C. 
May 16, 1940. 
Dr. T. W. M. Long 
Roanoke Rapids. N. C. 
Dear Dr. Long: 

As mail continues to come for Dr. Thompson, I 
am writing to ask if you will please make the fol- 
lowing announcement in one of your medical meet- 
ings or send it to the state medical journal. 

Dr. A. F. Thompson died February 16, 
1936, in Charlotte Sanatorium of injuries 
‘eived in an automobile wreck. 
u will attend to this matter, I shall appre- 
rreatly. 
Yours very truly, 
Mrs, A. F. Thompson, 


Sers ‘fi 


to English speaking ophthalmologists by the use of- 


lantern slides projecting a synopsis of each para- 
graph translated into English. The reverse process 
will be used with the English papers. Spanish and 
Portuguese stenographers will be present to record 
the discussions in the language of the authors. 

The congress is open to any ophthalmologist who 
wishes to register. Non-members of the Academy 
of Ophthalmology and Otolaryngology may register 
regardless of attendance at the Academy meeting 
proper. Individual invitations have been sent to 
about 1,800 members of the ophthalmologic pro- 
fession in the Latin-American countries, as well as 
to the national societies of eye specialists and the 
universities. Individual invitations were not sent 
to ophthalmologists in the United States and Canada, 
but official invitations to them are being printed 
in the various journals of ophthalmology. A fee 
of $5 has been set for membership in the congress. 

Among the guests expected for the congress is 
Dr. Manuel Marquez y Rodriguez, for many years 
a prominent eye specialist, teacher and writer in 
Madrid and now living in Mexico City. 


NEws NOTES 


Archie A. Barron, M.D., announces the opening 
of a Neuro-Psychiatric Institute in Charlotte for 
the diagnostic study and interpretation of nervous 
symptoms. 

* * * * 

Dr. Thomas H. Byrnes, formerly pathologist to 
Watts Hospital in Durham, became associated with 
Dr. Lester C. Todd in the practice of pathology and 
allergy in Charlotte on June 1. 


COURSE IN ELECTROCARDIOGRAPHY 


The Cardiovascular Department of Michael Re ~ 
Hospital, Chicago, offers a two weeks’ cov” 
electrocardiography from August 19 to Aug 
by Dr, Louis N. Katz, Director of Cardiovasc. 
Research, The fee for the course is $100.00, * 
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July, 1940 
EXAMINATIONS 
AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


The next written examination and review of case 
histories (Part I) for Group B candidates will be 
held in various cities of the United States and 
Canada on Saturday, January 4, 1941, at 2:00 p.m. 
Candidates who successfully complete the Part I 
examinations proceed automatically to the Part II 
examinations held later in the year. ; 

Applications for admission to Group B, Part I, 
examinations must be on file in the Secretary’s of- 
fice not later than October 5, 1940. 

The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting at Cleve- 
land, Ohio, immediately prior to the 1941 meeting 
of the American Medical Association. 

After January 1, 1942, there will be only one 
classification of candidates, and all will be required 
to take the Part I and Part II examinations. 

For further information and application blanks, 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburgh, (6) Pennsylvania. 


Paul Titus, Secretary. 


WOMAN’S AUXILIARY 


OFFICERS 
Pr °° Mrs. Clyde R. Hedrick, Lenoir. 
i et: Mrs. Sidney Smith, Raleigh. 
1 sident (Organization): Mrs. C. F. 
er, Goldsboro. 
Sec .id Vice President (McCain Bed): Mrs. F. M. 
Hauser, Cherryville. 
Third Vice President (Loan Fund): Mrs. J. S. 


Hooker, Chapel Hill. 
Chairman of Past Presidents: 
Corresponding Secretary: Mrs. 


Mrs. P. P. McCain. 
W. G. Byerly, 


Lenoir. 

Treasurer: Mrs. E. C. Judd, Raleigh. 

Recording Secretary: Mrs. J. D. Freeman, Wil- 
mington. 


COUNCILLORS 


Mrs. H. D. Walker, Elizabeth City. 
Mrs. John Winstead, Greenville. 
Mrs. J. S. Brewer, Roseboro. 
Mrs. M. A. Pittman, Wilson. 

Mrs. W. T. Rainey, Fayetteville. 


First District: 
Second District: 
Third District: 
Fourth District: 
Fift District: 


Sic ; ict: Mrs. Ben Lawrence, Raleigh. 
frict: Mrs. Harry Winkler, Charlotte. 
‘t: Mrs. Wm. P. Knight, Greensboro. 
ith Mrs. James W. Vernon, Morganton. 
Tenth Distret: Mrs. S. M. Bittinger, Black Moun- 
tain. 
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ORGANIZATION REPORT 
For the Year Ending May, 1940 


Woman’s Auxiliary to the Medical Society 
of the State of North Carolina 
Total number of County Auxiliaries.......... 15 

One Auxiliary, Wilkes-Allegheny, is com- 
posed of two counties. 

New Hanover, Brunswick and Pender are 
reported combined. 

Craven County Auxiliary was organized 
this year. 

Randolph County Auxiliary, reported in 
May, 1939, as organized, has disbanded, 
as far as can be ascertained, because of 
its very small number of members and 
consequent lack of interest. 


Number of members at large 


153 
Total paid up membership 

Total paid up membership 

605 


Time and place of meeting 
May 14, 15, 16, at Pinehurst, N. C. 
Number of doctors in organized 


Probable number of eligible doctors’ 
wives in organized counties... 405 


Mrs. JOSEPH A. ELLIOTT, 
Chairman of Organization. 


ANNOUNCEW’ 


The NORTH CAROLINA als 
has allotted a section in eat.i > issue 
to the Auxiliary to the Medica: Society of 
the State of North Carolina. We are asking 
you as doctors’ wives to keep up with our 
State Auxiliary through these columns. We 
want every county medical auxiliary in 
North Carolina to be duly recognized. In 
order to attain this goal, we are asking each 
county auxiliary to appoint a Press and 
Publicity chairman, whose duties will be to 
report immediately to me any county aux- 
iliary activities. Included in this informa- 
tion should be the date and place of meet- 
ing, the subject discussed, the speaker, and 
any other points of interest. 

May I hear from every courts medical 
auxiliary during the peric 4? 

Mrs. ALF) 
Chairman, Pr: city 
Comu.iuttee. 


Granite Falls, N. C. 
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VIII ADVERTISEMENTS June, 1940 
POWERS & ANDERSON 
Compliments of 
Wachtel’s, I 
achtel’s, inc. 
SURGICAL 
SUPPLIES 
OUR NEW BUILDING 
2 SOUTH 5TH STREET 
| RICHMOND, VA. 
St. Headquarters for Surgical, Hospital, 
ASHEVILLE, North Carolina and Dental Supplies 
P. O. Box 1716 Telephones: 1004-1005 The Oldest and Largest Surgical and Hospital 
= Supply Firm in the South 


85c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


HOSPITAL 
ACCIDENT-SICKNESS , 


“INSURANCE 


For ethical practitioners exclusively 


(50,000 POLICIES IN FORCE) 
LIBERAL HOSPITAL EXPENSE $10 00 
COVERAGE 
$5,000.00 ACCIDENTAL DEATH For 
$25.00 weekly indemnity, accident and sickness $33.00 

per year 
$10,000.00 ACCIDENTAL DEATH For 
$50.00 weekly indemnity, accident and sickness $66.00 

per year 
$15,000.00 ACCIDENTAL DEATH For 
$75.00 weekly indemnity, accident and sickness eget 


388 years under the same management 


$1,850,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for 
protection of our members. 
Disability need not be incurred in line of duty— 
benefits from the beginning day of disability. 
Send for applications, Doctor, to 
400 First National Bank Bldg. Omaha, Nebraska 


Powers & Anderson Surgical 
Instrument Company 


OUR NEW NORFOLK STORE 
227 W. YORK STREET 
NORFOLK, VA. 


SURGICAL INSTRUMENTS, 
HOSPITAL SUPPLIES, Etc. 
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